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I. Introduction 
A. Welcome to the San Antonio Uniformed Services Health Education Consortium (SAUSHEC) 

Emergency Medicine Residency Program.  You are part of a proud history in emergency 
medicine and a member of one of the nation’s oldest and largest emergency medicine residency 
training programs. 
1. The program began in 1978 at Brooke Army Medical Center (BAMC), and in 1987 became a 

joint program with Wilford Hall Air Force Medical Center (WHMC).  In 1991 the Emergency 
Medicine Physician Assistant Residency Program began at BAMC and has maintained a 
relationship with the SAUSHEC residency since then.   

2. Previous graduates and past faculty have served the armed forces honorably and have gone 
on to be influential leaders in the specialty and you can expect your experience here to 
prepare you for similar successes.  As such, this guide will introduce you to the structure, 
format, rules and requirements of the program. 

3. New residents and others seeking an overview of the program are invited to review the 
applicant brochure that is provided to applicants and others interested in the residency, 

B. This guide is intended for both residents as well as faculty and staff in the program.  Off-service 
rotators, medical students, applicants, and others affiliated with our program will also find the 
contents useful.  As the title suggests, this is a guide and the contents herein reflect firm 
guidelines for all to follow.  This residency program, however, is a vibrant and dynamic 
organization and therefore, the guide may change from time-to-time to reflect the fast pace of 
graduate medical education in the new millennium.  The program director or his designee may 
find it necessary to modify or otherwise alter this guide and such changes shall be construed to 
be in full effect when applied.  Comments and suggested changes to this guide should be 
forwarded to the program director through the chief resident or faculty mentor. 

 

II. Overall Goals  
A. Emergency Medicine (EM) is a distinct specialty that focuses upon the evaluation, diagnosis and 

stabilization of patients with acute illnesses or injuries. The Emergency Physician (EP) initiates 
treatment, involves consultants, makes disposition decisions and arranges appropriate follow-up 
for the patient discharged from the Emergency Department (ED). 

B. The Residency Review Committee (RRC) in the Program Requirements for Residency Education 
in Emergency Medicine states residencies in EM are designed to prepare physicians for the 
practice of Emergency Medicine by producing physicians trained to: 
1. Provide the recognition, resuscitation, stabilization, evaluation, and care of the full range of 

patients who present to the emergency department  
2. Apply critical thinking to determine the priorities for evaluation and treatment of multiple 

emergency department patients with different complaints and needs  
3. Arrange appropriate follow-up or referral as required  
4. Manage the out-of-hospital care of the acutely ill or injured patient  
5. Participate in the administration of the emergency medical services system providing out-of-

hospital care  
6. Provide appropriate patient education directed toward the prevention of illness and injury  
7. Engage in the administration of emergency medicine 
8. Teach emergency medicine  
9. Understand and evaluate research methodologies and their application  
10. Understand and apply the principles and practice of continuous quality improvement 
11. Manage resource utilization effectively  
12. Utilize information resources effectively and apply evidence-based medicine to update their 

clinical practice  
13. Communicate effectively with patients, families, and health-care professionals  
14. Utilize resources to address domestic violence and other public health issues, including 

violence prevention  

SAUSHEC EMRP Residency Manual AY 2003-04      Dated 1 July 2003 
   

3 

http://www.acgme.org/


15. Demonstrate the fundamental qualities of professionalism  
16. Demonstrate how optimal patient care is provided in the context of a larger health-care 

delivery system by effectively using system resources to support the care of patients  
C. Additionally, all graduates of the SAUSHEC EM Residency Program will be able to: 

1. Practice effectively in all areas of the Model of Emergency Medicine Clinical Practice. 
2. Obtain maximal performance on the American Board of Emergency Medicine (ABEM) 

certification exam. 
3. Develop the foundations of professional self-development and utilize the principals of 

academics and research to build a career based on life-long learning. 
D. ACGME Competencies.  The ACGME has a requirement that all residents be competent in six 

key spheres of medical practice.  The residency program endeavors to integrate the six 
competencies into the educational milieu.  This is what the ACGME says about the six 
competencies: 

“The residency program must require that its residents obtain competence in the six 
areas listed below to the level expected of a new practitioner. Programs must define the 
specific knowledge, skills, behaviors, and attitudes required and provide educational 
experiences as needed in order for their residents to demonstrate the following:” 

1. Patient care that is compassionate, appropriate, and effective for the treatment of health 
problems and the promotion of health. 

2. Medical knowledge about established and evolving biomedical, clinical, and cognate (eg, 
epidemiological and social-behavioral) sciences and the application of this knowledge to 
patient care.  

3. Practice-based learning and improvement that involves investigation and evaluation of their 
own patient care, appraisal and assimilation of scientific evidence, and improvements in 
patient care. 

4. Interpersonal and communication skills that result in effective information exchange and 
collaboration with patients, their families, and other health professionals. 

5. Professionalism, as manifested through a commitment to carrying out professional 
responsibilities, adherence to ethical principles, and sensitivity to a diverse patient population. 

6. Systems-based practice, as manifested by actions that demonstrate an awareness of and 
responsiveness to the larger context and system of health care and the ability to effectively 
call on system resources to provide care that is of optimal value. 

E. Subspecialties in Emergency Medicine.  The American Board of Medical Specialties recognizes 
the following official subspecialties of emergency medicine: 
1. Toxicology 
2. Hyperbaric and Undersea Medicine 
3. Pediatric Emergency Medicine 
4. Sports Medicine 
5. Emergency Medical Services and the related field of disaster medicine are not official 

subspecialties (yet) but remain among the most popular fellowships in emergency medicine. 
6. Fellowships in research, administration, faculty development and traumatology offer 

additional avenues to explore emerging subspecialties in EM. 
F. Educational Environment 

1. A residency program is a post-doctoral professional educational endeavor.  Its success relies 
on the collaborative and collegial relationship between faculty and residents. 

2. The resident is fully responsible for his or her education.  Success or failure is dependent on 
the attitude, motivation, effort and skill and knowledge of the resident.   

3. The program, in turn, is responsible for providing a structured environment to facilitate 
learning and for ensuring competency.  The rules in this guide and elsewhere are in place to 
meet these responsibilities. 

4. Residents are expected to abide by these rules as if they were their own.  Furthermore, as 
they progress in the program, residents are expected to take a sense of ownership of the 
program and work to improve and strengthen it. 
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III. Organization and Structure of the Residency 
A. SAUSHEC 

1. SAUSHEC or the San Antonio Uniformed Services Health Education Consortium is the 
umbrella organization for this and all other military-affiliated graduate medical education 
programs in San Antonio.  SAUSHEC members are  BAMC and WHMC.  SAUSHEC 
maintains a formal relationship with the University of Texas Health Sciences Center at San 
Antonio (UTHSCSA) and shares a number of programs with the university. 

2. The Dean, SAUSHEC is the executive in charge of SAUSHEC.  The Dean reports to the 
commanders of BAMC and WHMC. 

3. The Directors of Medical Education at BAMC and WHMC are dual-hatted as Associate 
Deans of SAUSHEC. 

4. SAUSHEC has a Graduate Medical Education Committee composed of the Dean and 
Associate Deans, Program Directors and resident representatives.  The GMEC is responsible 
for all formal institutional and resident actions including graduation, probation and 
termination.  The GMEC meets monthly on the 3rd Thursday of the month (except May and 
December).  The site alternates between BAMC and WHMC. 

B. The Emergency Medicine Residency Program (see organizational chart) is a joint effort of BAMC 
and WHMC Departments of Emergency Medicine. 
1. The Program Director is appointed by both commanders of BAMC and WHMC at the 

recommendation of the Dean.  The Associate Program Director is appointed by the Dean.  
Both the PD and APD share responsibility for directing the program.  The program directors 
are responsible for all aspects of the residency and are accountable to the Dean, SAUSHEC. 

2. The chief and chair of the Departments of Emergency Medicine at BAMC and WHMC are 
also leaders in the residency program and share important responsibilities with the program 
directors on issue of faculty selection, development and educational support and 
infrastructure of the program. 

3. The EM Education Committee is composed of the PD, APD, Department Chiefs/Chairs, ED 
Service Chiefs, Curriculum Director, Research Director, and Chief Residents.  All faculty are 
invited to participate in all regular monthly meetings.  The residency coordinators attend for 
meeting support and input.  The EM Education Committee meets monthly on the same day 
as the GMEC (see above) and is charged with discussing key residency and resident issues 
and for making recommendations to the program and associate program director. 

C. BAMC and WHMC Departments of Emergency Medicine 
1. The emergency medicine services at both BAMC and WHMC are organized as full 

departments within their respective hospitals, affording a status similar to medicine, surgery 
and other traditional specialties.  The mission of each department is to provide emergency 
medical care to active duty, family members and retirees in our catchment area.   

2. In addition to this mission, the departments provide trauma care as part of the south Texas 
trauma consortium, provide care to selected civilian emergencies such as cardiac arrests that 
occur nearby, disaster preparedness for the facility and installation, and of course education 
and training.  It is this latter mission that is the focus of the residency. 

3. Recently, another mission of the departments has come to the forefront – providing 
professional staffing for the Army and Air Force operational and deployed forces.  This crucial 
mission represents the core of what makes military medicine special and serves a reminder 
of the importance of the work that everyone in uniform performs. 

D. The Accreditation Council of Graduate Medical Education (ACGME) 
1. The ACGME is the accrediting body for all graduate medical education in the military and 

most civilian programs.  The ACGME sets general and specific rules for all residencies to 
follow.   

2. The general rules affect all residencies and are usually administered at the institutional level.  
The SAUSHEC policies on resident due process and grievances reflect the mandates of the 
ACGME as implemented by SAUSHEC. 

3. The specific rules for each of the specialty residencies and fellowships to follow are 
promulgated by the Residency Review Committees (RRCs).  Each specialty (eg, emergency 
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medicine) has a separate RRC.  The ACGME and RRC rules are published in a thick manual 
referred to as the “Green Book.” 

4. The ACGME, through its RRCs, accredits the program.  Accreditation status is vital for 
graduates because the program must be accredited at the time of graduation for graduates to 
sit for the ABEM certification exam.  The ACGME typically reviews programs every 1-5 years, 
with the interval proportional to the RRCs assessment of the program strength and stability. 

5. The ACGME requires the following outcome projects be incorporated by residency programs. 
The SAUSHEC Emergency Medicine Residency is actively implementing these changes in 
accordance with the ACGME plan.   The program measures these competencies using 
multiple methods.  See the program’s competency evaluation matrix for details. 
a) Educational Program  

(1) The residency program must require its residents to obtain competencies in the 6 
areas below to the level expected of a new practitioner. Toward this end, programs 
must define the specific knowledge, skills, and attitudes required and provide 
educational experiences as needed in order for their residents to demonstrate:  

(2) Patient Care that is compassionate, appropriate, and effective for the treatment of 
health problems and the promotion of health  

(3) Medical Knowledge about established and evolving biomedical, clinical, and cognate 
(eg, epidemiological and social-behavioral) sciences and the application of this 
knowledge to patient care  

(4) Practice-Based Learning and Improvement that involves investigation and evaluation 
of their own patient care, appraisal and assimilation of scientific evidence, and 
improvements in patient care  

(5) Interpersonal and Communication Skills that result in effective information exchange 
and teaming with patients, their families, and other health professionals  

(6) Professionalism, as manifested through a commitment to carrying out professional 
responsibilities, adherence to ethical principles, and sensitivity to a diverse patient 
population  

(7) Systems-Based Practice, as manifested by actions that demonstrate an awareness 
of and responsiveness to the larger context and system of health care and the ability 
to effectively call on system resources to provide care that is of optimal value  

b) Evaluation  
(1) Evaluation of Residents  

(a) The residency program must demonstrate that it has an effective plan for 
assessing resident performance throughout the program and for utilizing 
assessment results to improve resident performance. This plan should include:  

(b) Use of dependable measures to assess residents' competence in patient care, 
medical knowledge, practice-based learning and improvement, interpersonal and 
communication skills, professionalism, and systems-based practice  

(c) Mechanisms for providing regular and timely performance feedback to residents  
(d) A process involving use of assessment results to achieve progressive 

improvements in residents' competence and performance  
(e) Programs that do not have a set of measures in place must develop a plan for 

improving their evaluations and must demonstrate progress in implementing the 
plan.  

(f) The program uses multiple complementary methods to measure resident 
competency (see competency evaluation matrix). 

c) Program Evaluation  
(1) The residency program should use resident performance and outcome assessment 

results in their evaluation of the educational effectiveness of the residency program.  
(2) The residency program should have in place a process for using resident and 

performance assessment results together with other program evaluation results to 
improve the residency program. 

(3) The program has an extensive array of methods to provide program evaluation. See 
the internal program evaluation matrix for details.
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IV. Responsibilities and Supervision 
A. Responsibilities and Duties in the ED 

1. Pre-shift responsibilities 
a) The EM-1 or off-service R-1 should arrive in time to begin clinical duties at the time of 

shift change.  At BAMC, the EM-1 should arrive early enough before board rounds to 
familiarize him/herself with the patients in the Observation Unit and their plans, and write 
a progress note on those patients. The EM-1 or R-1 will report the findings to the faculty 
coming on shift. 

b) The EM-2 is responsible for arriving to the shift in sufficient time to completely inspect 
and correct deficiencies in the stocking of the airway carts before board rounds. 

c) The EM-3 should arrive in time to coordinate administrative aspects such as divert status, 
bed status, and general situational awareness in the ED. 

2. Shift Change 
a) Shift change is an extremely important event in the ED. The shift begins and ends with 

board rounds. Board rounds should begin promptly at the change of shift.  It is the off-
going and on-coming senior resident’s responsibility to see that board rounds begin on 
time. 

b) Board rounds serve two purposes. See board rounds template. First and foremost, it 
serves as the device by which off-going physicians transfer care of patients to oncoming 
providers. In its most basic form, this requires communicating 5 basic items: 1) who the 
patient is, 2) why they are here, 3) what you think their problem is, 4) what you have done 
in the workup and management, 5) what is left to be done including proposed disposition, 
if known.  

c) The other function of board rounds is education. Interesting cases, physical findings, test 
results, treatment options, etc. are discussed in a manner in which all can benefit and in 
which the general practice of emergency medicine is taught to residents, interns, and 
students.  

d) Duty is not complete until all patients currently in the ED, including those being evaluated 
by interns, students and physicians’ assistants, have been checked out to the on-coming 
residents.  Ideally, the off-going resident should introduce the on-coming resident to all 
patients for which he/she will be responsible.  In addition, patients whose arrival to the 
ED is pending and administrative matters (eg, lab malfunction, CT scan problems, ICU 
full, divert status) should be relayed at the board.  A written annotation indicating to whom 
and at what time patient care responsibilities have been transferred and exactly what is 
left to be done should be made in the patients’ ED record.  The on-coming resident must 
write an acceptance note summarizing the case and pending items after he/she has 
reviewed the chart and history/physical. 

3. Charting 
a) Complete history and physical exam, diagnosis, impression with discussion of the 

medical decision making process, ED course, as well as time of arrival/discharge and any 
other pertinent information. 

b) Documentation of all laboratory and radiologic findings. 
c) When the chart is first picked  up, be sure to stamp (preferred) or print your name on the 

chart so the clerical and nursing personnel will be able to identify the provider. 
d) All charts must clearly identify (using a stamp or legible printing) the primary ED provider 

for the patient, whether that is a medical student, EMPA, or resident. 
(1) Also, clearly identify the supervisor primarily responsible for staffing the patient (eg, 

the EM-3). 
(2) Finally, identify the faculty physician of record on the chart. 
(3) All this name identification is important to fulfill the hospital’s obligation to patient 

safety and trainee supervision. 
e) In most cases, consultations are accomplished electronically using CHCS.  Certain 

emergent and 72 hour consultations require the completion of an SF 513 (Consultation 
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Form).  Recognize that in most cases, a 72 hour consult requires telephonic approval 
from the consulting service. 

f) Residents should never take the SF 558 (ED Treatment Record), dictations or any other 
medical records away from the ED. 

g) Generally, patients are not given a copy of their ED record such as the SF 558 prior to 
discharge.  However, in some circumstances, such as a clinic follow-up, it is appropriate 
to make a photocopy of the chart and instruct the patient to hand carry it to the clinic 
physician providing the follow-up. 

h) There is a dictation system at WHMC that allows ED charts to be dictated and returned 
for review and signature in a timely (generally before the end of the shift) manner.  All 
EM-2 and EM-3 residents are required to dictate their charts.  EM-1 residents after their 
second ED block will dictate their charts.  A template has been developed to aid dictation. 

i) Diagnoses and procedures should be documented on the ED record. No abbreviations 
are to be utilized. List diagnoses by order of priority (most serious first). Symptoms may 
be preferred method of documenting the diagnoses, eg, Acute Febrile Illness as opposed 
to streptococcal pharyngitis. 

4. Interaction with nursing and ancillary personnel 
a) Efficient functioning of the ED requires cooperation of the physicians, nurses, medics, 

clerical staff, as well as ancillary support services such as laboratory and radiology 
personnel.   

b) Residents are expected to behave in a professional manner during interaction with 
hospital personnel.   

c) Any perceived problems with the behavior or performance of hospital personnel should 
be dealt with professionally and brought to the attention of the faculty physician on duty. 

5. Interaction with consultants 
a) Effectively interacting with consultants is a vital skill of the successful emergency 

physician. 
b) Each resident will have the opportunity to interact with consultants on a daily basis.  

Disagreements will arise.  The EM resident should deal with them professionally and 
bring the issue to the attention of the senior resident and faculty.  Generally speaking, 
junior residents should involve their senior resident who, in turn should deal with his/her 
peer on the involved service.  The ED faculty should allow the senior resident to resolve 
issues.  If faculty involvement is deemed necessary then the ED faculty should interact 
with the involved service faculty and in most instances refrain from interacting directly 
with the residents of another service. 

B. Supervision 
1. This policy is in compliance with the following rules and regulations: 

a) BAMC and WHMC Bylaws 
b) Army Regulations 40-48, 40-66, and 40-68 
c) USAF 59th Medical Wing Instruction 44-71 “Physician and Dental Trainee Supervision by 

Credentialed Staff Providers” 
d) JCAHCO Standards MS 2.5, MS 6.9, MS 6.9.1 
e) SAUSHEC Resident Supervision Policy 
f) This policy is intended to apply to all physician residents and interns and PA residents or 

PA rotators (Basic Skills Course) and medical students performing patient care in the 
BAMC or WHMC Department of Emergency Medicine and who are under the supervision 
and control of the faculty (attending) emergency physician or faculty EMPA.   

g) It is SAUSHEC policy that any resident involved in a medicolegal or risk management 
case will notify the program director. 
(1) In most cases, this can be through routine notification. 
(2) The purpose is to ensure that the medicolegal or RM case is conducted in the context 

of the residency program and that the resident’s due process rights are protected. 
2. Presenting patients 

a) Medical Students 
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(1) Will present all their patient to the senior resident or faculty early on in their 
evaluation of the patient.  If the patient is, or potentially is, seriously ill the student 
should immediately present the patient to the senior or faculty. 

(2) Medical students will discuss orders and review all lab and x-ray results with the 
faculty or senior.  Generally speaking, if the student presents the patient to the senior 
(or faculty) he/she should direct all further management questions, results, etc. to the 
senior (or faculty).  This allows the for continuity of care and supervision.  Students 
should clarify to whom they should present patients with the senior and faculty before 
the beginning of the shift. 

b) EM-1, R-1 and EMPA residents 
(1) Will present all their patient to the senior resident or faculty early on in their 

evaluation of the patient.  If the patient is, or potentially is, seriously ill the EM-1, R-1 
and EMPA residents should immediately present the patient to the senior or faculty. 

(2) Early in the year EM-1s, R-1s  and EMPA residents should discuss orders and review 
all lab and x-ray results with the faculty or senior.  Generally speaking, if the EM-1, R-
1 or EMPA resident presents the patient to the senior (or faculty) he/she should direct 
all further management questions, results, etc. to the senior (or faculty).  This allows 
for continuity of care and supervision.  EM-1s , R-1s and PA residents should clarify 
to whom they should present patients with the senior and faculty before the 
beginning of the shift. 

c) EM-2 and EM-3 Residents  
(1) Will formally present their uncomplicated patients to the senior resident or faculty 

physician when the final treatment plan and disposition are being formulated.  
However, it is proper practice to keep them informed of the medical management as 
it progresses. 

(2) Complicated patients or potentially unstable patients should always be brought to the 
attention of the senior resident or faculty early in the ED course. 

d) Cosignature  
(1) All charts of patients seen by medical students must have a note written by the 

supervising resident or faculty after the SR/faculty has completed their own 
evaluation.  All student charts must be signed by faculty prior to the patient’s 
disposition. 

(2) All charts of patients seen by EM-1s and rotating interns, must be reviewed and must 
have a note written by and signed by the senior resident on duty or faculty prior to the 
patient’s disposition.   

(3) All charts of patients seen by EMPA residents and PA rotators (Basic Skills Course) 
will be cosigned by either the supervising faculty EMPA or by the supervising senior 
resident or faculty physician. 

(4) All charts of patients seen by residents and students (all types)  will be reviewed by 
the faculty physician (see Chart Reviews, below).  It is up to the discretion of the 
faculty to examine the patient.  The faculty of record will be identified by name on all 
charts. 

(5) All charts of patients being transferred or admitted must be cosigned by the faculty on 
duty prior to disposition.  It is the resident’s responsibility to present the chart to the 
faculty in a timely manner for their review and signature. 

(6) In addition to signature, each chart should have the printed or stamped name of the 
following (as applicable): 
(a) Primary provider seeing the patient (e.g. medical student or EM-1) 
(b) Immediate supervisor (e.g. senior resident) 
(c) Faculty of record (the faculty in charge at the time of primary assessment and 

medical decision making. 
(d) If a provider performs an invasive procedure, then a signed procedure not should 

be documented. 
(e) If a patient is in the ED through a shift change, then both pre- and post-shift 

change personnel will be clearly identified. 
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(7) All this identification and signing of the chart is necessary to execute the professional 
obligations of medical care and to assure full compliance with pertinent regulations. 

(8) Note that the faculty documentation requirements shown above reflect minimums 
from a GME and patient safety perspective.  Requirements for billing may be different 
than outlined here. 

e) Chart reviews 
(1) The faculty on duty will review all resident charts.  The faculty may elect to point out 

deficiencies in your chart verbally or by written notes left in your box.  They may 
require action on your part such as recalling the patient for further evaluation or may 
be purely educational.   

(2) Every attempt will be made by the faculty to provide this feedback while you are 
physically present in the ED, but this may not be possible due to patient volume, 
critically ill patients, etc. 

f) It is the residents responsibility to notify the senior resident and faculty immediately: 
(1) Upon the arrival, by walk-in or ambulance, of any critically ill patients 
(2) Upon notification of any patient arriving by ambulance 
(3) Upon the arrival of any patient arriving from another clinic or location within the 

hospital 
(4) Upon the need for sedating or vasoactive medications 
(5) Of their interpretation of x-rays and EKG’s 
(6) Upon the need for and prior to consultations 
(7) Prior to calling the consultant for admission 
(8) Prior to any invasive procedures 
(9) Prior to transfer to another facility 
(10) Concerning any patient that refuses medical care or wishes to leave against medical 

advice 
(11) Concerning any patient that has an adverse reaction or complication of any 

medication administered or procedure performed in the ED 
(12) About all patients that are dissatisfied or disappointed in their ED treatment  

C. Progression of Responsibility 
1. Medical Students 

a) All patient encounters and significantly invasive procedures and exams (e.g., pelvic 
exam) performed by medical students assigned to the ED will be supervised by the 
senior resident on duty or the faculty physician. 

b) All orders will be reviewed and approved by the supervisor prior to implementation by the 
nursing staff. 

2. EM-1, EMPA residents and R-1 Rotating Interns 
a) Provide patient care as directed by the faculty, or senior resident.  EM-1s, EMPA 

residents and R-1s have an affirmative responsibility to keep the Senior Resident and/or 
the faculty informed immediately of all patient encounters described in section 7), above. 

b) Manage the airway on selected resuscitations with direct faculty supervision during ED 
shifts from 0200-1000 daily. 

c) EM-1 will be the EP in charge of the ED Observation Unit (EDOU) at BAMC.  This duty 
entails arriving early to review the history and physical of the patients in the EDOU, 
learning the plan and what is left to be done, and assuring proper disposition of these 
patients.  The EM-2 will also evaluate the patients should their condition change.  EMPA 
residents will not normally be responsible for the OU patients.  

d) Will not provide medical direction to EMS or out-of-hospital personnel except under direct 
supervision. 

3. EM-2 
a) The EM-2 ED rotations are designed to allow progressive responsibility in the ED while 

under the guidance of the EM-3 and/or ED faculty.  Triage, patient flow patterns, and 
disposition decisions will be emphasized. Additional emphasis will be placed upon 
multiple simultaneous patient evaluations and construction of the foundation of the 
supervisory/administrative aspects of managing an ED. 
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b) Keep the EM-3 resident and/or faculty appraised of the clinical status of his/her patients 
and immediately bring administrative problems to the attention of the supervising EM-3.  
This mandates an intimate knowledge of patients waiting to be seen, as well as waiting 
times. 

c) The EM-2 may preferentially staff cases with the faculty.  This should be arranged at the 
beginning of the shift.  The EM-2 will still keep the EM-3 informed of his or her patients.  
This allows the EM-3 to fulfill their role in running the ED. 

d) During the second half of the academic year, from the 0200 to 1000 daily, the EM-2 
assumes the role of the supervisory EM resident (“senior resident”)and is responsible for 
the overall functioning of the department. (See EM-3 below for roles and responsibilities) 

e) Manage the airway for all resuscitations between 1000 and 0200. 
f) Provide direct medical direction for EMS and out-of-hospital personnel (e.g., answer the 

trauma phone). 
g) Acting as an advisor to the rotating interns and EM-1s for patients in the ED. 
h) To act as second in command during resuscitations as supervised by the EM-3, and 

manage the airways on resuscitations. 
4. EM-3 

a) The EM-3 resident will be the individual responsible for the overall management of the 
entire ED operation.  This includes direct supervision and instruction of the more junior 
housestaff, medical students, EMTs and nursing personnel.  The EM-3 resident will serve 
as the team leader during the initial evaluation and stabilization of all critically ill patients.  
The ED faculty will physically witness and provide a critique of all major resuscitations 
performed in the ED.  Areas of critique include pre-code organization, management of 
resources, and maintenance of control and proper sequencing of therapeutic/diagnostic 
steps.  He/she will be ready to assume technical procedures if difficulty is encountered by 
more junior housestaff. 

b) Function as the overall manager of the entire ED/UCC system and will be responsible for 
its complete operation.  The EM-3 is expected to know the status of all patients in the ED 
at any time period. 
(1) The EM-3 (or EM-2 serving in the role of senior resident in the ED) will keep the 

faculty informed of all patient dispositions, whether it is discharge, consultation, or 
admission. 

(2) The role of the senior resident is to run the ED, supervise and teach junior residents, 
students and PAs, and to keep the faculty informed. 

c) Be responsible for the evaluation and disposition of all patients, and in all resuscitations 
will serve as the resuscitation leader. 

d) Act as consultant to the more junior residents concerning medical and administrative 
questions, SOP policies, etc. 

e) The EM-3 will be the primary consultant for, and verify history and physical findings of, all 
junior housestaff unless otherwise agreed upon by the faculty and EM-3 during the shift.  
He/she will audit and discuss errors or charting techniques on all patient charts that 
he/she had the responsibility of staffing, and will sign and write a note on these charts.     

f) As resuscitation leader, direct the junior housestaff in procedures and maintain overall 
responsibility for the patient, and provide a written post resuscitation report and critique to 
all involved. 

g) Ascertain that SOPs and administrative policy are carried out to include transfer of 
patients, ambulance, VIPs, etc.  The EM-3 is responsible for patient complaints during 
the shift, and should investigate and report them to the faculty on duty. 

h) Discuss all admissions first with the faculty and then with the admitting physician and 
approve movement of patients to the ward or unit. 

i) Help coordinate all admissions through the respective service consultants and evaluate 
their stability for transfer to ICU or CCU. 

j) Monitor patient volume and notify EM faculty when volume exceeds the capacity of 
providers available. 

k) Ensure that care for all recalled patients is documented. 
l) Above all, keep the faculty informed of all patients and events of significance. 
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Summary Of Supervision and Responsibility of Trainees And Supervisors In the 
Emergency Department.   
 
[Note that the documentation requirements shown in these  tables reflect minimums from a 
GME and patient safety perspective.  Requirements for billing may be different than depicted 
here.] 
 
 

Level Key Aspects of Supervision 
Medical Student • Early presentation of all patients to senior resident (SR) or faculty 

• SR/faculty will examine all patients 
• All orders formally approved by SR/faculty 
• SR/faculty will write separate note and sign chart 
• Faculty will cosign all charts 

PA 
(Basic Skills) 

• Early presentation of all patients to SR/faculty/EMPA faculty 
• SR/faculty/EMPA faculty will examine all patients 
• All orders formally approved by SR/faculty/EMPA faculty 
• Faculty/EMPA faculty will cosign all charts 

EMPA Resident • Early presentation of all patients to SR/faculty/EMPA faculty 
• SR/faculty discretion to discuss case and see patient 
• SR/faculty/EMPA will write separate note and sign chart 
• Faculty will cosign all charts 

EM-1 
R-1 

• Early presentation of all patients to SR or faculty 
• SR/faculty discretion to discuss case and see patient 
• SR/faculty will write separate note and sign chart 
• Faculty will cosign all charts 

EM-2 • Presentation of all patients to SR or faculty prior to disposition 
• SR/faculty discretion to discuss case and see patient 
• SR/faculty discretion to write separate note, but will sign chart 
• Faculty will cosign all charts 

EM-3 • Presentation of all patients to faculty prior to disposition 
• Faculty discretion to discuss case and see patient 
• Faculty discretion to write separate note 
• Faculty will cosign all charts 

 
 
 

Level Key Aspects of Supervisory Responsibility 
Senior Resident 
(EM-3s, and 
EM-2s on 
selected shifts) 

• Run the ED 
• Be responsible for overall care of all patients in the ED 
• Supervise and teach all juniors 
• Keep faculty informed of all patient dispositions 
• Write notes on all patients seen 
• Faculty will cosign all charts 

Faculty • Oversight responsibility for all trainees and patients in ED 
• Supervise and teach all trainees 
• Faculty will cosign all charts 
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D. Licensure and Institutional Permits 
1. The DOD policy, as mandated by the US. Congress, states that all resident physicians will 

have a valid, unrestricted medical license (from any state) by the end of their second year (30 
June) of post-graduate training. 

2. All EM residents will be required to have an Trainee Institutional Permit issued by the Texas 
State Board of Medical Examiners prior to rotating at non DOD institutions in the state of 
Texas, and is therefore an affirmative requirement of the program.  Residents are expected to 
maintain a current Trainee Institutional Permit during the entire period of residency training.  
Residents with a current medical license from Texas are exempt from the TIP requirement.   
a) EMPA residents will maintain NCCPA certification at all times. 
b) Residents, as providers in the institution, have an affirmative obligation to maintain 

currency in certain areas of qualification, to include those listed below.   
(1) CPR-BLS 
(2) ACLS 
(3) Annual clinical or safety requirements of the institution(s) 

c) Residents failing to attain or maintain these requirements may be administratively 
removed from clinical duties.  Any time lost from the program as a result will have to be 
made up, and the resident may be subject to formal counseling and other actions. 

E. Resident Evaluations 
1. ED Resident Performance Evaluations 

a) Each resident will periodically be assigned to have his/her performance formally 
evaluated by the faculty through the use of shift evaluation forms.  Residents should be 
evaluated several times by various faculty over the course of each ED rotation.  The goal 
is for the faculty to evaluate at least one resident on their shift. Faculty may also elect to 
complete additional shift evaluations on any shift, and are encouraged to do so to 
document specific strengths or deficiencies noted in a resident’s performance. 

b) The EM-2 or EM-3 resident serving as the senior resident in the ED is also encouraged to 
evaluate the junior residents on shift using a shift evaluation form.  Completion of such 
forms will always be done in coordination with the faculty. 

c) The shift evaluations form the core of the continuous clinical evaluation process for all 
residents in the program.  The collation and scoring of multiple shift evaluation reports 
over time gives an excellent perspective on the resident’s performance in the ED.  This 
continuous summation of focused evaluations is superior than the traditional summative 
evaluation provided at the end of a given block. 

d) During selected EM blocks the resident will meet with the Program Director and the 
Associate Residency Directors for a formalized periodic summative evaluation based on 
ED shift evaluations, outside rotation evaluations, test results, research progress, and 
lecture evaluations.  The goal is for each resident to have at least 2-3 summative 
evaluations per year.  A form is completed during each evaluation and maintained in the 
residents file. 

e) During most evening shifts at WHMC and selected day shifts at BAMC the EM-1 will be 
the subject of a focused faculty shift evaluation.  There will be two faculty assigned to the 
shift and one of them will have the responsibility of personally supervising the EM-1 and 
evaluating his/her performance.  The goal of the focused faculty shift evaluation is 
primarily educational.  The EM-1 will have the opportunity to have a faculty available and 
dedicated to help him/her gather data effectively, and use that data to develop reasoned 
diagnostic and therapeutic plans.  In addition, it provides a means of closely monitoring 
the EM-1’s progress.  The goal is to have each EM-1 have 2 such shifts per ED block. 

f) When a resident is on an off-service rotation, he/she is evaluated by that service and the 
evaluation is forwarded to the Program Director.   This is DA Form 1970 and AF Form 
494. 

g) After each procedure, each resident should ensure that the supervisory faculty completes 
a procedure evaluation form specific to the procedure performed. 

h) PA Residents will be required to have 2-3 evaluations by SR or staff during their ED 
rotation 

2. Evaluation of off-service residents and students 
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a) Residents from off services (e.g., R-1s from the transitional program) will have the same 
general evaluation requirements as the EM residents (above) but will use a separate 
evaluation form. 

b) Medical students will have the same general evaluation requirements as the EM 
residents (above) but will use a separate evaluation form. 

 

V. Faculty 
A. The successful operation of a residency training program in EM is predicated upon the close 

involvement of its faculty members.  While functioning as a "quality care coordinator" for the 
services provided within the ED, the faculty must also fulfill a number of critical roles to facilitate 
the transfer and integration of the concepts involved in emergency medicine to the housestaff.  
Although variance of style and technique is anticipated and even encouraged, there remain 
certain constants necessary to fulfill the role of faculty physician.  These include resident 
supervision, formal and informal teaching, and involvement in professional and scholarly activities 
expected of the academic emergency physician. 

B. Responsibilities of supervision 
1. Faculty should be thoroughly familiar with the supervision guidelines as outlined in the 

Responsibilities and Supervision section, above, as well as BAMC/WHMC and SAUSHEC 
policies on supervision. 

2. IAW the SAUSHEC Supervision Policy and BAMC/WHMC bylaws, faculty remain ultimately 
responsible for their patients.  Due diligence in supervision is required to execute this 
responsibility.  Faculty supervision does not relieve the resident or student of the 
responsibility for adequate performance at their level of training nor does it relieve the 
resident of providing the faculty with timely information on the status of the patients.  It does, 
however, serve to recognize the faculty as the “attending physician of record” with all the 
rights and responsibilities thereof. 
a) It is SAUSHEC policy that any resident involved in a medicolegal or risk management 

case will be communicated to the program director. 
b) In general, this is defined as official risk management or legal cases where the resident is 

in jeopardy (as opposed to a mere witness) as a provider, or in cases of patient 
complaints that have escalated beyond routine channels, and similar events. 

c) In most cases, program director notification can be through routine means, e.g., a note or 
email.  If necessary, urgent contact is always available. 
(1) The purpose is to ensure that the medicolegal or RM case is conducted in the context 

of the residency program and that the resident’s due process rights are protected. 
(2) As a general rule, the attending physician will be the responsible party for these 

cases, unless the resident acts in a reckless manner or demonstrates disregard for 
policy or procedure. 

3. All faculty must be available for consultation at all times when assigned duty in the ED.  
Physical presence at the bedside as appropriate is necessary to provide an opportunity for 
the direct observation of resident history, exam skills and timeliness of therapeutic 
interventions.  

4. Particularly in the EM-1 or R-1, direct observation of their history and physical is often helpful 
in assessing their abilities and helping them improve patient care skills.  Time management, 
multitasking and efficiency are the more difficult aspects of emergency medicine to teach.  It 
is vitally important that the faculty observe the resident’s actions while they are not with their 
patients to identify habits that are inefficient. 

5. The name of the faculty supervising the case, as well as any intermediate supervisors (e.g. 
EM-3) should be clearly identified on the chart. 

6. Every effort should be made to observe the residents performance in obtaining the history 
and completing a physical exam.  Commonly this occurs as a comparison of the faculty’s 
findings to the resident’s in separate interviews.  Particularly in the EM-1’s, direct observation 
of their history and physical is often helpful in assessing their abilities and helping them 
improve patient care skills.  Time management and efficiency are two of the more difficult 
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aspects of emergency medicine to teach.  It is vitally important that the faculty observe the 
residents actions while they are not with their patients to identify habits that are inefficient. 

C. Evaluation of resident performance 
1. Direct verbal feedback given to the resident in a constructive manner is perhaps the best 

teaching tool available to the faculty.  It should be accomplished as soon as possible while 
the resident still recalls the actions and/or thought processes and to correct any potential 
deleterious effects upon the patient. 

2. Each faculty will submit one written shift evaluation form to the Residency Coordinator for 
each shift the faculty works.  Every effort should be made to discuss these evaluations with 
the resident.  Faculty may also submit additional shift evaluations when he/she desires or 
feels it is necessary. 

3. Residents (EM-2 or EM-3) serving in the role of senior resident in the ED may complete a 
shift evaluation form also.  This must be coordinated with the faculty to ensure consistency 
and relevancy. 

4. Some incidents or actions may necessitate formal written notification of the event to the 
Program Director.  These notifications are at the discretion of the faculty member, but should 
be accomplished in a timely manner. 

5. Each faculty member is responsible for auditing the charts that were completed during their 
assigned shift.  Chart audits are an important tool for evaluation and education of the 
residents and every opportunity to point out deficiencies in charting should be taken. 
Exceptionally well-written charts should be commented upon as well.  Constructive feedback 
to the resident can take the form of verbal discussion of the chart or written notifications of 
deficiencies.  There should be an explanation of why they are deficient as well as 
suggestions for improvement. 

6. Each faculty member is responsible for supervising ED procedures.  Faculty may delegate 
direct supervision of the procedure to senior residents, but must remain aware that he/she is 
ultimately responsible for general supervision. 

7. Each faculty member must be physically present for all resuscitations until the stability of the 
patient is assured and all procedures are completed. 

8. Charts written by medical students must be reviewed and co-signed by the faculty prior to the 
patient’s disposition even if the EM-3 or EM-2 was primarily providing the supervision 
support.  (see charting section earlier) 

9. Charts of patients that are admitted or transferred (or are pending admission or transfer at the 
end of the faculty’s shift) must be reviewed and signed. 

10. The faculty EMPA may serve as the supervisor of record for EMPA residents and PA rotators 
(Basic Skills Course).  The general principles of responsibilities of supervision, evaluation of 
performance, and proper administrative procedures apply.  The faculty EMPA will, when 
appropriate, consult the senior resident or faculty physician. 

11. As part of the ACGME’s competency project, residents can ultimately expect a 360-degree 
evaluation process.  That is, residents will be evaluated from all angles, including  
a) Shift evaluations from faculty and senior residents 
b) Self evaluations 
c) Peer evaluations 
d) Nursing and ancillary staff evaluations  
e) Patient evaluations 

D. Mentors 
1. Each resident will be assigned a faculty mentor. 
2. The mentor is responsible for regularly meeting with the resident to discuss issues of 

academic performance, professional development and wellness. 
a) The mentor serves as a resource for the resident for advice, guidance and support. 
b) The mentor may also be called on to serve as a teacher and counselor for formal or 

informal remediation. 
3. Regular contact (in person, formally or informally, or by telephone/email, as appropriate) is 

essential for the mentoring process. 
a) During the EM-1 year, mentors should make contact at least every 6 weeks or so with 

their assigned resident. 
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b) During the EM-2 and EM-3 years, the contact can be less frequent and may be on an ad 
hoc basis, with the goal of contact at least once per quarter. 

E. Evaluation of Faculty 
1. At least yearly, residents are required to complete faculty evaluation forms.  This is a vitally 

important tool that the faculty and EM Department Chiefs can use to ensure each faculty is 
performing maximally. 

2. There are multiple mechanisms in place ensuring that the forms remain anonymous.  These 
forms will always be completed in a professional, independent, and constructive manner. 

 

VI. Resident Rotations 
A. Length of Program 

1. The SAUSHEC Emergency Medicine Residency Program is 3 years (36 months) in length. 
2. The full length of the program must be completed before graduation can be certified. 

a) Residents not completing 36 months of accredited emergency medicine training cannot 
graduate. 

b) The 36 months must be graduated, i.e. the training must be progressive.  Repeated 
training does not count. 

c) Residents who miss training as a result of voluntary or involuntary leaves of absences, 
illnesses, convalescent leave, or other causes of missed or incomplete training, or who 
fail one or more blocks of training, will be required to make the missed experience up.  
This may result in an extension of training. 
(1) Ordinary leave (vacation) up to 3 weeks each year is accounted for in this program 

and does not ordinarily count as missed training. 
(2) However, under no circumstances can a resident receive credit for a year of training 

unless the resident spends at least 46 weeks in training.  This is an ABEM rule.  This 
program is authorized to uphold a more stringent rule and all missed training is 
subject to make-up. 

d) Residents with prior GME training may request a variation in the sequence or content of 
one or more required blocks.  The replacement experience will be of an equivalent or 
greater educational value than the required block.  All variances require program director 
approval.  The following rules apply: 
(1) New EM-1s just graduating from an internship may be granted variations for one or 

two EM-1 off-service blocks (e.g., a medicine intern may be able to replace ward 
medicine with a rotation in ICU or EM). 

(2) New EM-1s who graduated from an internship or have other GME training greater 
than one year ago generally will be required to complete the regular curriculum 
without substitution. 

(3) Residents with recent (last several years) training and certification in an ABMS 
specialty have achieved a recognized level of expertise and may request variances in 
selected off-service rotations in the EM-1, EM-2 or EM-3 year commensurate with 
their documented education. 

B. Educational Philosophy 
1. Emergency medicine rotations 

a) There are several types of emergency medicine rotations 
(1) ED rotations at BAMC and WHMC 
(2) ED rotations at UTHSCSA and Brackenridge (Peds EM) 
(3) Trauma-Critical Care at UTHSCSA 
(4) EM Administration 
(5) EMS 
(6) Operational Emergency Medicine at CCRC - USUHS 
(7) Toxicology 

b) The focus of these rotations is to build a foundation for professional emergency medicine 
practice.  Residents are expected to be proactive in learning the art  and science of 
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emergency medicine and to attain a degree of proficiency in the profession so as to 
perform in an unsupervised setting on graduation. 

c) Residents will be held to the high standards of the program and will be closely evaluated 
by the faculty and senior residents. 

2. Off-Service Rotations 
a) There are a number of off-service rotations including: 

(1) Medicine 
(2) Surgery 
(3) MICU, CCU 
(4) PICU, SICU 
(5) Anesthesia 
(6) ObGyn 

b) The focus of these rotations is severalfold. 
(1) To obtain clinical experiences not easily obtained in the ED.  For example, routine 

intubations on anesthesia, and deliveries on ObGyn. 
(2) To become familiar with the practices and priorities of the off-service.  In other words, 

to learn the language and nuances of the consultants that we interact with all the time 
for the benefit of our patients.  This is particularly true for medicine and surgery, and 
the importance of this experience should not be underestimated. 

(3) To explore new ways to approach problems that you may encounter in the ED.  
Specialists have a great deal to teach and their experiences and knowledge should 
be readily sought.  Learn how the anesthesiologists perform procedural sedation in 
the OR and how the orthopedist splints a fracture in the cast room or ED. 

c) To this end, residents are expected to participate in the full range of experiences offered 
on the off-service rotation.  Become a full-fledged member of the team and avoid 
focusing on just those pieces that are perceived to be of direct value to your EM 
education.  Go to the OR on surgery, attend clinic on medicine, and do pain management 
on anesthesia.  A well-rounded physician needs a broad-based education and the time to 
get it is during residency. 

3. To ensure the continued value of off-service rotations and to evaluate the educational 
effectiveness of the program, residents have an obligation to complete Evaluation of Off-
Service Rotation Form following each and every off-service rotation they perform.  This 
information is key to ensuring the highest quality education for all residents. 

C. The Academic Block Schedule 
1. The academic block schedule or “master matrix” is developed each Spring by the program 

director, residency coordinator and the chief resident selects with the input of the faculty and 
residents. 

2. The schedule is fully integrated and changes must be made with due consideration of the 
impact on the operation of the EDs and the education of all residents.  Use a Request for 
Schedule Change Form for all changes will be approved by the program director and 
recorded by the residency coordinator. 

D. The EM-1 year 
The EM-1 will be scheduled for the following rotations: 
 

Orientation EM EM EM EM 

EM Medicine 
BAMC/WHMC 

MICU 
BAMC/WHMC 

Surgery 
BAMC/WHMC 

CCU 
BAMC 

Anesthesiology 
BAMC/WHMC 

Orthopedics 
UTHSC EM 

Research  
 (1/2 block) EM (1/2 block)  
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The EM-1 year emphasizes the development of didactic and practical skills necessary for the evaluation, 
stabilization, and disposition of the emergency patient. 

1. The ED rotations are designed to maximize exposure to a wide variety of medical and 
surgical illnesses/injuries in order to develop necessary differential diagnostic and therapeutic 
intervention skills.  Supervision will be tiered with the senior resident (EM-3 or EM-2) on duty 
in the ED serving as the initial resource and complemented by the supervisory faculty 
physician. 
a) During each block there are specific readings assigned (see enclosure) and a monthly 

quiz (discussed in more detail in the section on didactics). 
b) Proper ED charting will be emphasized from both a medical and legal standpoint with a 

100% chart review format by the supervisory faculty physician. 
2. Technical skills will be covered through the following: 

a) Life Support lab (procedure lab) during the orientation month and on the first Monday of 
each block when the EM-1 is scheduled in the ED during the year. 

b) Bedside teaching and supervision by the more senior housestaff and faculty physicians.  
During the EM-1 year emphasis will be placed on the procedural aspects of resuscitation. 

3. Teaching skills will be developed through: 
a) In-service type lectures to the medics, technicians and prehospital care providers. 
b) Participation in Morning Report 
c) At least one Grand Rounds Lecture per year. 

4. Off-service rotations are designed to provide maximal exposure to targeted patient 
subpopulations and develop general medical knowledge. Specific didactic and procedural 
goals and objectives have been developed for each of these rotations.  A supplemental 
reading list has been generated for each rotation. 

5. Specific duties include: 
a) Participating in and directing in-service programs as directed by the Chief Resident or 

senior resident. 
b) Providing patient care as directed by the faculty, Chief Resident or senior resident. 
c) Providing lectures as requested by the Chief Resident or EM faculty. 
d) Accomplishing assigned shifts in the ED for those off-service rotations where no call or 

weekend duties are required. 
e) Manage the airway during resuscitations from 0200-1000 during the latter half of the 

academic year. 
6. Highlights of certain EM-1 rotations: 

a) Orientation – The residency program is proud to offer a comprehensive orientation for all 
EM-1s during the first block.  New residents receive didactics, labs, and introductory 
shifts during the block.  Ample time is allotted for administration and other necessary 
activities that the new resident and active duty military officer faces.   This unique 
opportunity is a major effort of the faculty and residents and represents the dedication 
and commitment to the finest emergency medicine training program in the military. 

b) Orthopedics – This rotation focuses on basic emergency department orthopedics and is 
conducted at UTHSCSA in conjunction with the Division of Emergency Medicine. 
Residents historically are assigned to work in the ED 14 nine-hour shifts per block (10 if a 
week of vacation is taken). 

c) Anesthesia – This rotation is directed toward basic airway management (intubation) and 
ventilation (bag-valve-mask) as well as procedural sedation and anesthesia 
pharmacology. 

d) Research/EM – This rotation occurs during the winter holiday season and an effort is 
made to have all EM-1s on the rotation at the same time.  A concentrated didactic 
session on research is conducted in concert with regular ED shifts.   

e) Medicine, Surgery, MICU, and CCU – these rotations are conducted at both BAMC and 
WHMC and provide the EM-1 with the grounding necessary to become a broadly 
effective physician in emergency medicine. 
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E. The EM-2 year 
The EM-2 will be scheduled for the following rotations: 

    

EM EM EM EM EM 

EM PICU 
Santa Rosa 

Trauma-CC 
UTHSCSA 

SICU 
BAMC/WHMC 

OB/GYN 
UTHSCSA 

EMS 
Austin 

Peds EM 
Brackenridge 

Community EM 
UTHSCSA    

 

 
This year emphasizes continued mastery of the didactic and procedural skills needed to evaluate, 
stabilize, and formulate a disposition for ED patients.  Emphasis will be placed upon multiple 
simultaneous patient evaluations and construction of the foundation of the supervisory/administrative 
aspects of managing an ED. 

1. The EM-2 ED rotations are designed to allow progressive responsibility in the ED while under 
the guidance of the EM-3 and/or ED faculty.  EM-2s focus on complex cases, effectiveness of 
care, multitasking, and efficiency.  Triage, patient flow patterns, and disposition decisions will 
be emphasized. 

2. Teaching skills will be developed through: 
a) Bedside teaching of the junior housestaff 
b) Morning Report presentations 
c) At least one Grand Rounds Lecture per year. 
d) In-service type lectures to the paraprofessional and nursing staff 
e) Participation in ATLS-I, ACLS-I, and PALS-I courses will be encouraged. 

3. Technical skills will be maintained and expanded through: 
a) Participation in approximately six Life Support (procedure) Labs during the course of the 

year. 
b) Bedside participation/teaching by the ED faculty (the EM-2 will perform procedures during 

a resuscitation at the direction of the EM-3 resident). 
4. Specific duties, goals, and responsibilities are: 

a) During the latter half of the academic year the EM-2 assumes the role of the senior EM 
resident from 0200 to 1000 and is responsible for the overall functioning of the 
department. (See EM-3 below) 

b) Manage the airway for all resuscitations unless serving as senior resident/resuscitation 
team leader. 

c) Acting as a consultant to the rotating interns (R-1s) and EM-1s for patients in the ED. 
d) Solidify clinical and technical skills with particular emphasis on managing multiple 

patients simultaneously. 
e) To provide bedside teaching to the more junior housestaff and ancillary personnel 

assigned to the ED. 
f) To keep the EM-3 resident appraised of the clinical status of his/her patients and 

immediately bring administrative problems to the attention of the supervising EM-3.  This 
mandates an intimate knowledge of patients waiting to be seen, as well as waiting times. 

g) To act as second in command during resuscitations as supervised by the EM-3 and 
manage the airways on resuscitations. 

h) To provide periodic in-service lectures, as assigned by the Program Director or Chief 
Resident. 

i) To present at least one quality Grand Rounds lecture complete with handout. 
5. Off-service rotations are designed to provide maximal exposure to targeted patient 

subpopulations and develop general medical knowledge. Specific didactic and procedural 
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goals and objectives have been developed for each of these rotations.  A supplemental 
reading list has been generated for each rotation. 

6. Highlights of certain EM-2 rotations: 
a) PICU and SICU – These critical care rotations in the pediatric and surgical areas offer the 

EM-2 the opportunity to manage a wide variety of critically ill patients.  These rotations 
are conducted at BAMC, WHMC, and Christus Santa Rosa Hospital. 

b) Pediatric EM – One of the few large emergency medicine-run pediatric EDs in the nation, 
the Brackenridge Hospital ED sees over 50,000 children per year.  The residency 
maintains an apartment in Austin for use during this rotation.  Residents historically are 
assigned to work in the Peds ED Sunday through Thursday 1200-2200.   

c) EMS – A full block is devoted to this important subspecialty.  The rotation is an evolving 
opportunity for an EMS experience in Austin.  Austin EMS is an outstanding system and 
was recently showcased at the National Association Of EMS Physicians annual meeting 
for its effectiveness and innovation. The residency maintains an apartment lease in 
Austin. 

d) Community EM – Residents work at a busy inner-city ED at UTHSCSA.  This rotation 
offers unprecedented exposure to large volumes of very ill patients, many in the 
advanced stages of disease. Residents historically are assigned to work in the ED 18 
twelve-hour shifts per block (14 if a week of vacation is taken). 

e) ObGyn – Conducted at UTHSCSA, this clinically-rich environment offers ample 
opportunity for deliveries and Ob ultrasound. 

f) Trauma-Critical Care – This is a new rotation for academic year 2003-04.  Exciting 
changes at UTHSCSA has allowed the development of an emergency-medicine directed 
experience in the largest trauma center in South and Central Texas.   

F. The EM-3 year  
The EM-3 will be scheduled for the following rotations: 

EM
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mphasizes excellence in the clinical management of multiple patients, as well as affording an 
y to master administrative skills and clinical areas with which the resident may feel 
able.  Contributions to the scientific community of EM will be encouraged through the fulfillment 
h requirements.  Finally, teaching responsibilities will be expanded.  EM-3s are expected to 
rticipate in the academic enterprises of the residency.    EM-3s may participate in additional 

BLS/ACLS/PALS/ATLS/BTLS instruction, EMS, Morning Report, committee activities or other 
terest. 
 During ED rotations, the EM-3 resident will be the individual responsible for the overall 

management of the entire ED operation.  This includes direct supervision and instruction of 
the more junior housestaff, medical students, EMTs and nursing personnel.  The EM-3 
resident will serve as the team leader during the initial evaluation and stabilization of all 
critically ill patients.  The ED faculty will physically witness and provide a critique of all major 
resuscitations performed in the ED.  Areas of critique include pre-code organization, 
management of resources, and maintenance of control and proper sequencing of 
therapeutic/diagnostic steps.  He/she will be ready to assume technical procedures if difficulty 
is encountered by more junior housestaff. 

 Teaching skills will be developed through: 
a) Bedside teaching of the junior housestaff. 
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b) Morning Report presentations and as proctor of MR sessions. 
c) At least two Grand Rounds Lecture per year. 
d) In-service type lectures to the paraprofessional and nursing staff. 
e) Participation in ATLS-I, ACLS-I, and PALS-I courses will be encouraged. 

3. Off-service rotations are designed to provide maximal exposure to targeted patient 
subpopulations and develop general medical knowledge. Specific didactic and procedural 
goals and objectives have been developed for each of these rotations.  A supplemental 
reading list has been generated for each rotation. 

4. EM-3 duties, goals, and responsibilities include the following: 
a) Function as the overall manager of the entire ED/UCC system and will be responsible for 

its complete operation.  The EM-3 is expected to know the status of all patients in the ED 
at any time period. 

b) Be responsible for the evaluation and disposition of all patients, and in all resuscitations 
will serve as the resuscitation leader. 

c) Act as consultant to the more junior residents concerning medical and administrative 
questions, SOP policies, etc. 

d) The EM-3 will be the primary consultant for, and verify history and physical findings of, all 
junior housestaff unless otherwise agreed upon by the faculty and EM-3 during the shift.  
He/she will audit and discuss errors or charting techniques on all patient charts that 
he/she had the responsibility of staffing, and will sign and write a note on these charts.     

e) As resuscitation leader, direct the junior housestaff in procedures and maintain overall 
responsibility for the patient, and provide a written post resuscitation report and critique to 
all involved. 

f) Train, organize, and teach pre-hospital providers as part of the "first response" team and 
be responsible for activation of mass casualty procedures while on duty. 

g) Ascertain that SOPs and administrative policy are carried out to include transfer of 
patients, ambulance, VIPs, etc.  The EM-3 is responsible for patient complaints during 
the shift, and should investigate and report them to the faculty on duty. 

h) Discuss all admissions with the admitting physician and approve movement of patients to 
the ward or unit. 

i) Help coordinate all admissions through the respective service consultants and evaluate 
their stability for transfer to ICU or CCU. 

j) Monitor patient volume and notify EM faculty when volume exceeds the capacity of 
providers available. 

k) Ensure that care for all recalled patients is documented. 
l) Present two formal lectures complete with handout. 
m) Participate as an instructor in at least 2 Lifer Support labs each year and participate in 

others that are scheduled throughout the year. 
5. Highlights of certain EM-3 rotations 

a) Toxicology – This is a world-class rotation at the renowned New York City Poison Control 
Center.  Opportunities exist to interact with some of the most distinguished and 
internationally-recognized toxicologists in the world.  With the war on terrorism and the 
increased awareness of the chemical warfare threat, toxicology is even a more important 
subspecialty than ever.  The residency leases a modest but clean and comfortable 
apartment very close to the clinical rotation site. 

b) EM Administration  - This rotation introduces the EM-3 to the basics of ED management 
including customer service, complaint handling, scheduling, quality improvement and risk 
management.  Additional duties include scheduling and conducting Morning Report and 
working up to 4 ED shifts.  An administrative project is required to complete the rotation.  
An Administration Rotation Form has been developed to assist the resident in completing 
the requirements of the rotation. 

c) Research – The residency believes that research is so important to the development of 
effective emergency physicians that a full block is devoted to the planning and 
implementing of a research project.  This opportunity is rarely afforded to residents in 
other specialties or even in our own specialty, and reflects the value of research.  This 
rotation will be front-loaded into the first half of the academic year to give senior residents 
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the opportunity to use the time to complete the projects that were initiated in the EM-1 
year. 

d) Operational EM – This is a new  rotation for AY 03-04.  Conducted at the nationally-
acclaimed Casualty Care Research Center of the Uniformed Services University of the 
Health Sciences in Bethesda, MD, the rotation offers unique experiences in operational 
medicine and tactical emergency medical support. 

e) Elective – This is an opportunity for senior residents to explore areas of emergency 
medicine that they feel will enhance their professional development.  Guidelines for 
electives are as follows: 
(1) Electives will be selected in conjunction with the program director and faculty mentor 
(2) All key arrangements (see below) will be completed at least 30 days prior to the start 

of the elective 
(a) Electives will generally be one block in length; leave is authorized if the elective 

is longer than 2 weeks. 
(b) Resident will submit the following documents for approval: 

(i) Goals and objectives of the elective 
(ii) Evaluation plan 
(iii) Funding and travel plan if out-of-town or if funding is required 
(iv) Appropriate memoranda of agreements, properly executed and signed, if 

needed (required for any elective conducted at a civilian institution not 
affiliated with SAUSHEC; may be required for some federal entities as 
well). 

(3) Certain military courses (e.g. flight surgeon course or hyperbaric medicine) may be 
used as an elective. 
(a) Course must grant sufficient category I AMA CME credit (or the equivalent) to 

warrant its use as an academic elective. 
(b) Funding for such courses is very limited, if available at all from the residency.  

Central funding is highly encouraged and must be secured by the resident. 
(4) Nonacademic electives (e.g., EFMB or airborne school) are not authorized as 

electives.  However, they will be considered on a case-by-case basis under the 
following conditions: 
(a) Approval is based on merit and is at the discretion of the Program Director 
(b) Arranged by resident so there is no interference with required clinical and 

academic duties.  Since the activity will not fulfill elective requirements, the 
resident must still arrange an elective rotation. 

(c) Funding is generally not available but will not exceed $200 if program monies are 
used. 

f) Senior Resident CME Conference 
(1) It is the goal of the program to send all senior residents in good standing to a national 

conference such as SAEM or AAEM. 
(2) Depending on funding, all or a portion of the conference and preconferences may be 

offered. 
(a) Seniors will attend as a class a conference selected by the Program Director, 

normally in the Spring of the academic year. 
(b) The purpose of the conference is to: 

(i) Expose the residents to high quality CME offerings of the specialty in 
preparation for life-long learning and continuous certification 

(ii) Introduce the residents to national-level educational material 
(iii) Allow the residents to meet and interact with national leaders in 

emergency medicine. 
G. Chief Residents 

1. Certain EM-3s will be selected to serve as Chief Residents. 
a) Chief Residents will be selected in the second half of their second year of residency, 

usually in the month of March.  Usually 6 will be selected.  However, fewer chief residents 
can be selected as determined by the needs of the program.  While it is a goal to achieve 
a balance between Army and Air Force chief residents, the actual selections will be 
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determined primarily on the strength and merits of the candidates and the needs of the 
program. 

b) All second year residents in good standing within the program are eligible for 
consideration.  

c) A secret ballot vote will be conducted amongst the current first and second year 
residents. The Program Director will solicit the staff at both WHMC and BAMC for their 
input. The Program Director will then determine the selection of Chief Residents based 
on the input received. 

d) The Program Director will announce the Chief Residents at the appropriate time, usually 
in early April.  

e) The newly selected Chiefs will assume their duties upon graduation of the preceding 
class. 

f) Incumbent Chiefs and the Program Director will determine transition timeline. 
g) The Chief Residents will serve in pairs across the three delineated portions of the 

academic year. The Program Director will determine the sequence and time periods 
during which the selected chiefs will serve. 

2. Chief Resident Responsibilities 
a) Responsibilities related to the faculty: 

(1) The Chief Residents will act as intermediary between the residents and the program 
director.   However, the program director maintains an open door policy for all 
residents, and therefore chief residents and junior residents alike must exercise 
discretion when communicating. 
(a) In general, routine communications, particularly those relating to scheduling or 

ED operation should be routed from the junior residents through the chief 
residents to the program director.  This enables the chief residents to fulfill their 
mission of representing the residents. 

(b) Personal or academic issues of a confidential nature can be communicated 
directly to the program director. 

(2) The Chief Residents are primarily responsible for the implementing program policy 
and directives. The active Chief Residents are responsible for attending all staff and 
EM Education meetings at both institutions and represent the residents at all staff 
functions.  

(3) It is a general goal that one of the two currently serving chief residents works at each 
institution during their tenure to provide better access to both residents and faculty. 

(4) The Chief Residents, at the discretion of the Program Director, should act as the 
primary interface agents between the staff and residents of other departments for 
routine interactions such as the scheduling of off-service residents or emergency 
medicine residents. 

b) Resident responsibilities: 
(1) The Chief Residents are the first line supervisors of all residents, responsible for 

representing the residents and their interests in all matters. 
(2) Chief residents are to serve as role models and informal mentors for all junior 

residents. 
(3) The Chief Residents are physicians in training, responsible for serving as senior 

residents in both the emergency department and on off-service rotations, responsible 
for the same performance and academic standards as all residents in training.  

c) Scheduling responsibilities: 
(1) Chief Residents are responsible for producing a monthly schedule that provides 

adequate resident coverage for both BAMC and WHMC during all assigned periods.  
Chief Residents will schedule both EM and off-service residents in the EDs and will 
coordinate schedules with staff schedulers at both BAMC and WHMC 

(2) Chief Residents will ensure that schedules comply with program and RRC guidelines, 
and are generally equitable for all residents serving in the department. Any deviation 
of the schedule from program or RRC guidelines mandates immediate consultation 
with the Program Director.  
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(3) The schedule will strive for equal exposure to the teaching faculty and educational 
opportunities at both institutions.  Chief Residents will have the authority to make 
routine schedule adjustments to meet their primary mission of ED coverage with the 
caveat that they must track resident work schedules to assure compliance with good 
work/rest practices, RRC guidelines and equitable treatment of all residents. 

(4) All schedules are subject to Program Director approval and modification. 
(5) Chief Residents are the initial approval authority for all leave requests. The Chief 

Residents will track all residents on leave. 
(6) Morning report is a coordinating responsibility of the Chief Residents. The Chief 

Residents will ensure coordination between the EM-3 on Admin Rotation, staff and 
other senior residents that results in both institutions providing quality morning 
reports Monday through Thursday of every week.    

(7) The Chief Residents will coordinate the Grand Rounds schedule for all designated 
Fridays, in cooperation with the Curriculum Director to ensure 4-5 quality lectures are 
presented.   Chief Residents are responsible for assuring all residents are in 
attendance, keeping strict accountability of attendance to ensure all residents attend 
a minimum of 70% of lectures in accordance with RRC guidelines. Chief Residents 
are responsible for the conduct of all residents during Grand Round lectures; they will 
assure professional and courteous conduct. 

d) Life Support (Procedure) Lab: 
(1) The Chief Residents will assure that the Life Support (Procedure) Lab is coordinated 

for the first Monday of every block at both WHMC and BAMC. 
(2) Chief Residents are responsible for coordinating adequate instructors, faculty 

oversight, and operational supplies are present for a 4-hour teaching block. 
(3) Chief Residents will ensure the attendance of all available residents and the accurate 

recording of all procedures done.  
(4) Chief Residents will supervise the conduct of all residents during the Life Support 

Lab. 
e) Chief Resident Breakfast 

(1) The chief residents normally arrange a breakfast for all EM residents on the same 
day as the Life Support (Procedure) Lab.  

(2) The purpose is to disseminate information and to build esprit de corps. 
f) In-Training Review Sessions 

(1) Chief Residents will arrange and execute the written board review sessions held 
weekly in the months prior (normally begins in November of each year) to the in-
training examination  which occurs in late February of each year. 

(2) Sessions will be focused on review for the written in-training and ABEM written 
exams. 

(3) Resident participation is highly encouraged but is voluntary. Dress is casual. 
(4) Residents traditionally arrive at 1830 with the session starting at 1900 and ending at 

2130. 
(5) Faculty will volunteer to host the sessions at their homes and will provide liquid 

refreshments. 
(6) Chief Residents will arrange food for the session. 

g) Resident Rooms 
(1) Chief Residents are responsible for the oversight of rooms used exclusively by 

residents (e.g. resident room adjacent to the Morgan Conference Room and the 
Chief Resident office at BAMC). 

(2) Rooms that are dirty or in disarray communicate disuse or misuse.  Periodic 
inspections and, if necessary, “GI parties” or calls to housekeeping are important to 
maintaining a professional environment. 

h) Wellness 
(1) Chief Residents schedule and arrange wellness sessions for the residency. 
(2) These can be informal, ad hoc sessions, and they will also include the 4 formal 

“Resident Days” each year: 
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(a) Summer wellness day in August, traditionally held at a water park other area with 
opportunities for fun in the sun. 

(b) Winter holiday event occurs during the holiday season and is typically held at a 
local food and drink establishment. 

(c) Day-After-the-In-training occurs, as you might expect, right after the in-service 
examination at the end of February and is typically held at a local food and drink 
establishment. 

(d) Graduation is normally scheduled for the evening of the official SAUSHEC 
graduation day in early June.  The graduation diner is arranged by the Chief 
Residents and a special effort is made to accommodate graduates and their 
families. 

i) Chief Residents will maintain close contact with the residents to ensure timely 
dissemination of important information.  In most instances this is done electronically 
through e-mail or posting on the resident web site.  All residents are required to have a 
means of receiving email and/or checking the website daily.  Email and Internet access is 
available in a limited fashion at each facility. It is highly recommended that each resident 
have Internet access and email capabilities at his/her home. 

j) It is the goal of the program to send all new Chief Resident selectees to the SAEM Chief 
Resident forum in May of each year.  Depending on funding, Chief Resident selects will 
register and attend the Forum as well as a portion of the SAEM conference. 

VII. Didactics 
A. Morning Report 

1. Morning Report (MR) is held Monday through Thursday at each institution immediately 
following morning board rounds, generally from 0715 to 0800.  A faculty member or senior 
resident will typically present an oral-boards style case or multiple patient encounters to the 
junior resident.  The faculty member or senior resident should have prepared a short 
overview of the topic(s) presented plus a reference handout.  

2. An outline for the conduct of Morning Report has been developed and should be reviewed. 
3. The faculty or senior resident conducting Morning Report will complete a Morning Report 

Evaluation Form on the resident receiving the case, and will turn the form in to the residency 
coordinator.  When a senior resident is conducting the case, the faculty should complete an 
evaluation on the senior resident in his or her role as the case proctor using a Senior 
Resident Examiner Evaluation Form.  Routine attendance (outside of the evaluation forms 
just mentioned) is not required to be taken at Morning Report. 

4. Alternative Morning Reports 
a) Once per month (1st Monday of the block) Life Support (Procedure) Lab and Chief 

Resident Breakfast is conducted in lieu of MR. 
b) Once per month (3rd Tuesday of the month) Trauma Conference is held in lieu of MR at 

BAMC only. 
B. Grand Rounds 

1. Grand Rounds is held each Friday from 0700-1200 (exception:  Trauma Conferences start at 
0630). 

2. The Curriculum Director has the responsibility for planning and scheduling Grand Rounds in 
accordance with the residency goals and RRC requirements.  The Academic Calendar lists 
all the Grand Rounds presentations for the year.  The Chief Residents coordinate the 
schedule on a weekly basis and make necessary hour-by-hour adjustments to ensure smooth 
flow of time.  Chief Residents take attendance (residents and faculty).  The Program Director 
has general oversight for grand rounds. 
a) Core Curriculum – Now called the Model of Emergency Medicine Clinical Practice 

(1) Model of Emergency Medicine Clinical Practice will be covered at least once during 
the course of the three-year program. 
(a) Some key material (e.g., chest pain) will be covered on an annual cycle, while 

less critical material may be covered once every 3 years. 
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(b) Note that not every single topic and subtopic in the Model of Emergency 
Medicine Clinical Practice will find its way into Grand Rounds.  Readings, 
Morning Report and other didactic methods may be used to cover some material. 

(2) EM faculty, consultants, guest lecturers, or residents may present material at Grand 
Rounds. 

b) Joint Conferences 
(1) Trauma Conference is held jointly with the WHMC/UT surgery residents once every 

two months. 
(2) EM/Pediatrics Conference is held jointly with the pediatric residents once every two 

months. 
(3) EM/IM Conference is held jointly with the BAMC Internal Medicine residents once 

every two months. 
(4) Once every month, in lieu of Morning Report, residents at BAMC will attend BAMC 

Trauma Grand Rounds.  See section on Morning Report, above. 
c) Morbidity and Mortality Conference, designed to review common pitfalls in the practice of 

EM, is periodically scheduled at each facility. 
d) Journal Club gives residents and opportunity to review current literature and will be 

periodically scheduled at each facility. 
3. The RRC mandates that EM residents attend a total of 70% of presented conferences 

throughout the 3 year program.  Attendance is mandatory unless: 
a) Residents are off-service and out of town (e.g., EMS-Austin, Peds EM-Austin, 

Toxicology-NYC, Operation EM-Washington, DC) 
b) Resident has worked Thursday night (overnight) shift at the opposite hospital ED. 
c) Residents working Thursday night shifts at the same hospital ED are excused at 0900. 
d) Note the residency has made great effort to secure Friday Grand Rounds for residents on 

off-service rotations.  If you are on an off-service rotation and are scheduled for duty on 
Friday during Grand Rounds, it is imperative that you notify the chief resident or program 
leadership. 

4. Resident Lectures.   
a) Lecture assignments will be made by the Curriculum Director in conjunction with the 

Program Director.   
b) Lectures or presentations will be well-researched, planned and executed.  Both content 

and delivery will be evaluated. 
c) While not required, MS Power-Point-style lectures are the norm, and should include a 

balance of text and graphics 
d) Handouts will be more than a mere duplication of the slides or lecture outline and instead 

will include key points, important graphs or tables, appropriate text and 
references/bibliography. 

e) Each EM-1 and EM-2 resident will be expected to prepare at least one comprehensive 
Grand Rounds lecture, of approximately 50 minutes. 

f) EM-3 residents will give at least two lectures during the academic year.   
g) Residents are  required to review their lecture with their mentor at least 1 month prior to 

the scheduled time of delivery. 
(1) Early consultation (e.g., 2 months) with the mentor is a proven method for success 

and is strongly encouraged for EM-1s. 
(2) Residents will identify their faculty mentor on the title slide of their presentation to 

strengthen the resident-faculty bond. 
h) Resident lectures will be graded by faculty and evaluated by the audience using a Grand 

Rounds Speaker Evaluation Form and the feedback received is an important part of the 
resident evaluation process. 

i) Residents may be asked to repeat a lecture on the same or different topic or pursue 
another scholarly activity if his/her performance is not deemed adequate by the Program 
Director.  Residents who deliver substandard lectures and who did not meet with their 
mentor in a timely fashion and provide the mentor with well-drafted materials to review 
may be subject to additional sanctions. 

5. Readings and Quizzes.   
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a) Quizzes covering the assigned reading for each block will be administered on the Friday 
after the last day of each academic block.  

b) EM-1s and EM-2s will have the same reading assignments and will take quizzes 
together.  The readings will be out of major and supplemental emergency medicine texts.  
Generally, the quizzes will be taken and graded in Grand Rounds. 

c) EM-3s will take a quiz based on the evidence-based readings assigned by the faculty. 
d) A 70% score is considered passing.  Failure of more than 2 quizzes in an academic year 

is a reason to be considered out of compliance with residency standards. 
(1)  
(2)  

e) Readings planned for AY 2002-03 are as follows: 
(1) EM-1 and EM-2 
(2) EM-3 
(3) Supplemental Reading 

6. Life Support (Procedure) Lab   
a) Held the first Monday of each block at both facilities.  Provides an opportunity for 

residents to learn life-saving procedures on an animal model. 
b) Procedures performed include but are not limited to: 

(1) Venous Cutdown 
(2) Diagnostic Peritoneal Lavage 
(3) Tube Thoracostomy 
(4) Transvenous Pacemaker 
(5) Resuscitative Thoracotomy 
(6) Cricothyrotomy 
(7) Fishhook removal 
(8) Suturing techniques  
(9) Lateral canthotomy and cantholysis 

c) A faculty member will attend at both WHMC and BAMC. 
d) Please review the Life Support (Procedure) Lab Guide for details on this exceptional 

experience. 
7. In-Training Examination   

a) Conducted once yearly in February under the auspices of the American Board of 
Emergency Medicine.  This comprehensive exam is comparable to the Written Board 
Examination in Emergency Medicine. 

b) It serves as a useful guide for the residents and the Program Director to determine the 
academic standing of each person relative to his/her national peer group. Resident-led 
review sessions are conducted prior to the In-Training examination. These are intended 
to be an informal means of advancing academic knowledge. 

c) In-Training scores have been demonstrated to correlate with performance on the 
American Board of Emergency Medicine written examination. 

d) The residency offers a series of written examination review sessions from November to 
February.  These are arranged and conducted by the chief residents with substantial help 
from other senior residents.  The session is hosted at a faculty house in the evening. 
(1) Sessions will be focused on review for the written in-training and ABEM written 

exams. 
(2) Resident participation is highly encouraged but is voluntary. Dress is casual. 
(3) Residents traditionally arrive at 1830 with the session starting at 1900 and ending at 

2130. 
(4) Faculty will volunteer to host the sessions at their homes and will provide liquid 

refreshments. 
(5) Chief residents will arrange food for the session. 
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VIII. Educational Support 
A. Patient Follow-up Log 

1. Patient follow-ups are an essential part of emergency medicine education.  Patient follow-ups 
meet RRC requirements and  teach continuity of care and system-based practice. 

2. A follow-up log will be kept on all ED blocks including 
a) BAMC/WHMC ED 
b) UTHSCSA ED 
c) Orthopedics (UTHSCSA) 
d) Trauma-CC (UTHSCSA) 
e) EMS, Toxicology, Administration, Anesthesia, ObGyn and research blocks do not require 

logs to be turned in. 
f) Inpatient rotations (e.g., medicine, surgery, ICU) do not require logs as patient continuity 

is an integral component of the rotation. 
3. A minimum of two (2) outpatient (discharged from ED) and two (2) inpatient (admitted) 

patients must be logged each block. 
a) Use the Patient Follow-Up form and turn in no later than the first GR of the following 

block.  Forms are turned in to the Residency Coordinator. 
b) Logs are periodically reviewed for compliance. 

4. Follow-ups can take many forms, including 
a) Calling the patient at home and getting feedback 
b) Pulling charts or querying CIS for subsequent evaluations by the patient’s PCP or 

specialist 
c) Discharge summaries or CHCS consult reviews 
d) Autopsy reports 
e) 24 hour ED returns 
f) 12 hour “abdominal pain” or “wound check” follow-ups 
g) Going to the inpatient unit to check on the recently admitted patient 
h) Asking your fellow resident, who is rotating in the ICU, how your patient is doing 

B. Procedure Competency 
1. It is the responsibility of each resident to keep an accurate record of any and all procedures 

performed.  Accreditation requirements stipulate the program ensure the procedural 
competency of all residents.  Two complementary systems exist to support this requirement. 
a)   Procedure Log Website 

(1) The ACGME hosts a website that is used to log procedures performed.  
(a) The resident logs on and then uses text boxes and pull-down menus to enter 

basic information on the procedure performed.   
(b) The list of procedures is linked to CPT codes and includes all those listed in the 

appendix. 
(2) The residency program will periodically download individual resident and aggregate 

program data to verify compliance. 
b) Procedural Competency Evaluation Forms. 

(1) The program has identified 13 key procedures that the resident will be evaluated for  
competency.  This is accomplished by a supervisor (faculty or senior resident) 
personally evaluating the performance of the procedure and documenting the results 
on a Procedural Competency Form, and turning the form in to the Residency 
Coordinator. 

(2) The 13 procedures tracked in this system are: 
(a) Cardioversion/Defibrillation 
(b) Central Line - Central Venous Access 
(c) Intubation - Endotracheal Intubation 
(d) Lumbar Puncture 
(e) Pacemaker - Transvenous Cardiac Pacing 
(f) Pericardiocentesis 
(g) Procedural Sedation 
(h) Resuscitation 
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(i) Surgical Airway 
(j) Thoracostomy - Chest Tube 
(k) Thoracotomy - Resuscitative Thoracotomy 
(l) Ultrasound 
(m) Wound Repair - Wound Care 

2. General guidelines for procedural tracking 
a) Log all of your procedures on the website.  This information is vital to you when applying 

for hospital privileges and to the residency for continued accreditation by the RRC. 
b) Procedures from all locations (e.g., BAMC, WHMC, UTHSCSA, etc) and all rotations 

(e.g., ED, medicine, surgery, MICU, etc) count and should be tracked. 
c) Procedures on patients as well as cadavers, animal models, and patient simulators 

should all be tracked on these systems.  The website and forms allow for the 
identification of the model used. 

d) Please note that resuscitations are to be coded for team leaders only.   
3. As the residency program refines its competency assessment tools, a minimum number of 

procedures will be established for each resident to perform before being declared competent.  
Ultimately, residents can expect minimum goals or “gates” for key procedures that must be 
accomplished before the resident is able to progress to the next level.  In the interim, the 
program has a list of procedures that residents may perform during each of their EM years 
under varying levels of supervision. 

C. Military Professionalism 
1. Residents are dual-hatted as physicians and as military officers.  As such, they are expected 

to uphold the high standards expected of each profession.  Proper military courtesy and 
customs must be observed, not only on a routine basis, but when interacting with patients, 
consultants, nursing, and para-professional personnel.   
a) Proper military bearing includes proper wear of the uniform. 
b) Residents are expected to travel to and from work in a utility (BDU), class B/service dress 

uniform, or PT uniform.  Residents will wear the utility (BDU) or class B uniform while at 
military hospitals or may change into hospital-approved scrubs (not personal scrubs) 
when working clinical shifts or rotations.  

c) Residents performing rotations at civilian institutions should dress appropriately to that 
environment which generally means neat and professional civilian attire. 

d) Grand Rounds and other conferences are considered duty and residents will wear utility 
(BDU) or class B/service dress uniforms.  Exceptions for those coming directly from the 
adjacent clinical environment (scrubs) or traveling directly from civilian rotations (civilian 
attire) are granted. 

e) Uniforms for other events will be the utility (BDU) or class B uniform unless otherwise 
announced by the program leadership or the event sponsor. 

f) Uniforms for TDY missions (e.g. CME conferences) will be the class B/service dress 
uniform.  Residents presenting at the conference will wear the class A uniform or service 
dress uniform with coat.  Unless otherwise specified by service regulations or mission, 
travel on common carriers (e.g. airlines) will be in neat civilian attire.  (At press time, the 
Army authorizes the wear of civilian attire when flying while the Air Force requires the 
service dress uniform.) 

2. As soldiers/airmen, residents will be expected to complete regular service-specific training or 
requirements, such as physical fitness testing, random urinalysis testing, and readiness 
actions.  Residents should ensure that they are in compliance with their service’s 
height/weight standards, and maintain an appropriate level of physical fitness. 
a) Failure to meet these requirements can subject a resident to a variety of unpleasant 

actions, to include administrative suspension, removal from the program, or UCMJ. 
b) Periodic military requirements, such as dental examinations, must be kept up-to-date. 

D. Although the rank structure is paramount in the military, it is important to remember that the rank 
structure has some modifications in the hierarchy of patient care.  For example, a junior resident 
who is a major is subordinate to a senior resident who is a captain with regards to patient care 
and medical orders.  Proper bearing and courtesy must be maintained, however. 
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E. Officer Professional Development (OPD) education will be administered during the academic 
year, specific to each service, and designed specifically for the military emergency physician.  A 
military unique curriculum is in place and is undergoing constant improvement. 

F. Training Files 
1. All pertinent documents regarding a residents academic and nonacademic performance will 

be maintained in a training file. 
a) This may include a CV, military records, licensure information, grades, evaluations, 

counseling, disciplinary documents, correspondence and summative documents. 
b) SAUSHEC, ACGME/RRC, and military regulations govern parts or all of the training file 

2. Residents should review their file at least quarterly. 
a) Pay particular attention to licensure renewals, currency of CPR, ACLS and other 

certifications.  Residents are fully responsible for ensuring such credentials are up-to-
date. 

b) Review recent shift evaluations, off-service evaluations and other recent documents. 
3. The files will be maintained by the residency coordinator.  Resident will never take the file out 

of the coordinators office nor review their file without in-person supervision.  Copies of the  
content can be requested through the residency coordinator. 

G. EMS Requirement 
1. Riding on ground ambulances and flying on helicopters and/or fixed wing aeromedical aircraft 

are an integral part of military medical force projection. 
2. IAW with RRC rules, all residents in this program are hereby notified that they may be 

required to ride on military or civilian ground ambulances and fly on military or civilian aircraft 
as part of their training requirements. 

H. EEO/Non-discrimination 
1. Equal opportunity, non-discrimination, non-harassment, and consideration of others 

regulations are managed by the respective services through existing federal and military 
regulations.  Both the BAMC and WHMC commanders subscribe to these rules and it is the 
policy of this residency to support these regulations to the fullest extent. 

2. Residents are required to adhere to these rules as a matter of federal law and military duty. 
3. Equal Opportunity counselors are available at both institutions and can be accessed by 

contacting the NCO in-charge of the particular department or area. 
I. Exposure to Infectious Agents and other Hazards 

1. Working in emergency medicine has some inherent risks including exposure to infectious 
body fluids, hazardous chemicals, ionizing radiation, and violent persons. 

2. The resident’s and patient’s well-being are paramount. 
a) It is critical to take all reasonable precautions to include the wear of personal protective 

equipment, verification of immunization status and awareness of your surroundings to 
minimize the risks. 

b) These precautions and protective equipment are a job requirement and are not optional.  
Residents observed or reported not taking proper workplace precautions are subject to 
program and/or command sanctions. 

3. If you are exposed to a hazard (e.g. body fluid exposure or workplace injury), each facility has 
comprehensive regulations governing the procedures to take.  Among other steps, notify the 
supervising faculty or chief resident immediately and provide routine notification to the 
program director. 

J. Educational Equipment and Facilities  
1. The residency provides equipment and facilities to assist in the educational mission.  These 

are provided at government expense and remain the property of the government.  Residents 
will exercise care in their use, upkeep and security. 

2. Apartments 
a) The residency leases several apartments for use during off-service rotations 

(1) NYC for the Toxicology rotation 
(2) Washington for Operational EM 
(3) Austin (2) for Pediatric Emergency Medicine and EMS 
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b) Apartments will be kept neat and orderly at all times.  Proper security will be maintained 
to protect the government property inside and protect the government from liability to the 
landlord. 
(1) Only residents rotating on the specific rotations may stay in the apartment.  Guests 

and other residents not rotating on the off-service rotation are not authorized to stay 
in the apartment.  Immediate family members, with program permission, may be 
permitted under special circumstances. 

(2) No pets allowed. 
3. Computers 

a) Desktop computers are available at both BAMC and WHMC.  Residents may gain access 
to these systems by applying through the institution information management office. 

b) Laptops are available for the out-of-town rotations.  They are provided to the resident to 
conduct research and educational activities while out of town. 

c) These computers are government property and all the rules for government computers 
are in force, including: 
(1) Keep the computer secure at all times.  If it is lost or stolen, file a police report.  If the 

machine is lost, stolen or damaged, a report of survey may be conducted and may 
find the resident financially liable. 

(2) Don’t install unauthorized programs on the computer. 
(3) Don’t download unauthorized images or other content and don’t surf the web where 

you shouldn’t be.  Don’t send unauthorized emails (e.g., spam). 
4. Pagers 

a) As soldiers, airmen, and physicians, residents are expected to be available 24 hours a 
day for emergencies. 
(1) Pagers will be worn at all times and all pages answered promptly. 
(2) If you will be out of touch for an several hours or more (a weekend camping at a local 

park) be sure to notify the chief resident. 
5. Internet and email access 

a) Access to the internet and an email account is a modern educational necessity.  All 
residents are highly encouraged to obtain such access. 
(1) Most residents prefer home email accounts, however, an account through either 

BAMC or WHMC can be arranged. 
(2) Internet access is available through the hospital libraries ad at many hospital 

workstations. 
b) Much official residency notifications and information is disseminated by electronic means.  

Residents are expected to check their email and/or visit the residency website regularly.  
Residents unable to accomplish this must notify the program immediately. 

K. Mailboxes 
1. The residency maintains mailboxes at both BAMC and WHMC for the distribution of routine 

correspondence. 
2. Residents will check and empty their boxes at least once each block. 

L. Resident Rooms 
1. A resident room is available for use by the residents adjacent to the BAMC DEM.  It is a 

limited-access room with computers, lockers and other educational support materials.  Similar 
resources are available at WHMC in the DEM administrative offices.  Additionally, there is a 
call room at WHMC. 

2. Residents are expected to keep the room(s) neat and orderly.  They are not storage areas 
nor personal hangouts. 

3. Chief residents are responsible for the overall oversight of any rooms used exclusively by 
residents (e.g., BAMC resident room). 

M. Travel 
1. Residents are authorized TDY to perform out-of-town rotations as well as selected 

educational opportunities such as a CME conference.  Residents are on official orders, 
therefore: 
a) Deviation from these orders is not permitted without authorization. 
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b) Do not depart on an out-of-town rotation or any other TDY without orders.  It is the 
residents responsibility to obtain a valid set of orders prior to departure.  Failure to do so 
could result in failure to be reimbursed for some or all of the costs of the TDY. 

2. Service regulations and the Joint Travel Regulation (JTR) govern the use of TDY and will be 
followed including 
a) Mandatory use of government travel credit cards 
b) Standard per diem rates that determine exactly how much you will be reimbursed for 

meals and hotel, if applicable 
c) Mandatory use of government-contracted travel agency to buy tickets (don’t buy your 

own) 
d)  Visit the GSA website for more information on per diem rates, etc. 

3. Residents are required to turn in their TDY settlement to the Residency Coordinator following 
any TDY 
a) This is important for budget management 
b) Not turning in your TDY settlement may preclude you or your peers from going on any 

further TDY until the budget can be reconciled. 
4. As a general rule, residents must always be in some form of status when traveling out of 

town: 
a) TDY 
b) Permissive TDY 
c) Leave 
d) Pass 

5. The type of status is determined by service regulations and the JTR.  In general: 
a) For rotations (including electives), TDY is the only status authorized as the resident is 

conducting official government business.  This protects the resident by assuring the 
government assumes responsibility for any injury that may occur to you and for any 
liability for malpractice that may be alleged. 

b) In limited quasi-official duties, PTDY may be authorized. 
c) Leaves and passes are for off-duty activities 

6. All time away from the residency (TDY, PTDY, leaves and passes) is subject to Program 
Director approval.  Time spent away from the program in excess of standard policy may 
subject the resident to an extension of training or other actions to make up the lost time. 

N. Annual acknowledgment 
1. The program will train residents on an initial and periodic basis various administrative 

requirements such as key policies. 
2. Residents will be asked to complete and sign a periodic acknowlegement form certifying 

training. 
 

IX. Research 
A. Both the Model of Emergency Medicine Clinical Practice and the Council of Emergency Medicine 

Residency Directors (CORD-EM) recognize the importance of training residents in research 
methodology and critical literature review.  This recognition is reflected in EM residency 
curriculum requirements as published by the Accreditation Council for Graduate Medical 
Education (ACGME).  Such ability to analyze and critically assess the medical literature becomes 
even more important after completing formal residency training and certification, as medical 
journals and other periodicals become the cornerstone of most physicians’ continuing medical 
education (CME). 
1. In addition to the importance of self-education, research methodology is taught in emergency 

medicine residency programs in the hope of fostering continued interest in scientific inquiry 
among emergency medicine practitioners.  Such inquiry has served both to establish the 
unique body of knowledge that comprises “expertise” in the field of emergency medicine, and 
has simultaneously pushed-back the “walls of dogma” that have historically surrounded so 
much of the treatment of acutely ill and injured individuals. 
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2. The advent of the Evidence-Based Medicine (EBM) movement has furthered these 
endeavors, and provides a logical model for further investigation and intellectual growth 
within our chosen specialty. 

B. The SAUSHEC EM Residency Program Research Curriculum is based soundly upon the goals 
and objectives outlined by CORD-EM and the SAUSHEC Research Requirements.  Our specific 
goals are: 
1. Understand the fundamental techniques of critically analyzing biomedical research, and 

demonstrate the ability to do so in a public forum.  
2. Understand the basic methods of hypothesis development and testing.  
3. Understand various types of study design and methodology.  
4. Be aware of the various methods of obtaining consent for biomedical research. 
5. Understand basic statistical methods and their respective applications.  
6. Develop and reinforce a strong ethical grounding for the conduct of clinical research.  
7. Learn the skills to develop a manuscript that is acceptable for publication in a peer-reviewed 

journal.  
8. Understand the need for grants and funding of research, and develop a rudimentary 

understanding of how to pursue research funding both effectively and ethically. 
9. Foster an understanding and potential interest in academic emergency medicine as a career. 

C. Our specific objectives are: 
1. Participate in the didactic research course, successfully completing the outlined assignments 

and the post -test, during the EM-1 year. 
2. Attend and participate actively in EBM Journal Club as schedule permits. 
3. Complete the assignments for the Evidence Based Medicine Reading Module. 
4. Develop and successfully meet the requirements for the “Scholarly Project.”  This project may 

be completed in a number of ways but must include the following elements: 
a) Problem identification and/or hypothesis formulation and presentation to the IRB. 
b) A formal phase of information gathering or data collection. 
c) Critical analysis of the data or information obtained. 
d) A formal statement or report of interpretation of results and conclusion. 
e) Formally present an abstract of the “scholarly project” at the SAUSHEC EM Residency 

Research Assembly, scheduled during the final quarter of each respective academic 
year. 

f) Complete required research reading as outlined in the reading guide. 
5. In addition to these required objectives, residents are strongly encouraged to consider the 

following optional objectives: 
a) Present your data at a national emergency medicine meeting. 
b) Submit a paper to a peer-review journal 
c) Compete in the Commander’s Resident Research Competition. 

6. Residents must select a faculty advisor for their research project.  The faculty advisor may be 
the resident’s faculty mentor or another faculty.  With permission of the research director, a 
faculty member outside of emergency medicine may be selected. 

D. Research Requirement Milestones 
1. Specific milestones will be established and residents will be expected to meet them as they 

progress towards their final project.  These milestones are minimums; residents should strive 
to beat these suspenses well in advance. 
a) End of EM-1 year (June):  Identification of research question; project outline; and initial 

literature search. 
b) Middle of EM-2 year (December):  Drafted IRB application complete with detailed 

methods section and consent form; extensive literature search; funding and resource 
implications plan approved. 

c) End of  EM-2 year (June): Approved IRB; data collection begun. 
d) Middle of  EM-3 year (December): Preliminary data collected; abstract written 
e) March of EM-3 year: Report to Dean, SAUSHEC on senior resident progress in 

completing research.  Seniors not on target for completion of the project by May are at 
risk for being placed on probation. 
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f) End of EM-3 year (May): Project complete; report written; all elements of research 
requirement fulfilled. 

2. Residents not meeting these milestones will not be in compliance with program requirements. 
3. It is crucial for each resident to identify the research project they will be using to fulfill their 

graduation requirements. Close coordination with their faculty research advisor and the 
Research Director(s) is important.  All expectations of participation should be worked out in 
advance. 
a) Identify the roles of all participants.  In general, only one resident can claim to be the 

principal investigator on a study. Large studies with multiple components may be able to 
support multiple residents, but this must be approved in advance. 

b) Identify authorship for future papers submitted to journals.  The general rules of journal 
authorship dictate that the first author is the individual most responsible for producing the 
manuscript (as opposed to the principal investigator, who takes lead in running the 
study).  Often these are the same individual.  The preceding discussion applies to articles 
submitted for publication.  Take note that the resident is wholly responsible for writing up 
his or her results of the research project to meet graduation requirements.   

4. The Research Director(s) are responsible for tracking the progress of all resident research 
and providing regular updates to the program leadership. 

5. The Research Director(s) will convene an informal board every Spring composed of 
approximately 3 faculty (including themselves) to review all senior projects.  This board will 
then recommend to the program director whether the resident’s research has met 
requirements for graduation. 

6. Graduating residents will be required to submit their final report to the IRB prior to receiving 
credit for the project and being cleared for graduation. 
a) Residents assigned to San Antonio following graduation have the option of continuing the 

protocol, pending IRB approval of this extension of the study.  
b) It is the principle investigators (resident) responsibility to properly close the protocol with 

the IRB when departing the institution. 
E. Program Evaluation and Review 

1. The program is proud to have an extensive array of methods to evaluate the performance 
and effectiveness of the residency.  These are detailed in the internal program evaluation 
matrix and include 
a) SAUSHEC Internal Review 
b) Annual Housestaff evaluations 
c) Faculty Evaluations 
d) Off-Service Rotation Evaluations 
e) ABEM feedback on In-Training and Certification  

2. Residents are encouraged to provide honest and construct feedback on all aspects of their 
learning environment. 

 

X. Graduation 
A. Graduation is normally held in the first week in June and is a SAUSHEC-wide event.  

1. Residents must meet all requirements of the program to be nominated for graduation. 
2. Traditionally, graduating seniors who will be PCSing work their last clinical shift on 15 June 

and are given the balance of the month to get their affairs in order.  Graduates not PCSing 
can expect to work clinically until the end of June.   

B. Awards 
Annual presentations will be made at the senior resident banquet in June of each year.  Recipients will 
receive a plaque/award and their names will be displayed on a main plaque in the Department of 
Emergency Medicine at Brooke Army Medical Center. 

1. Michael J. Olinger Outstanding Senior Resident Clinician 
The recipient of this award is selected by the Attending Faculty.  It is awarded to the Senior Resident that 
possesses and displays the most outstanding Emergency Department management and teaching skills.  
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It is named for an outstanding graduate of this program in the early 1990’s who is now faculty at the 
Methodist Hospital – Indiana University program in Indianapolis, Indiana. 

2. Junior’s Choice for Outstanding Senior Resident 
The EM-1 and EM-2 resident body selects this award for the Senior Resident that contributed the most to 
the advancement of resident learning and well being during their residency. 

3. Robert L. Norris Outstanding Resident Researcher 
This award is for the Senior Resident that has displayed the most commitment and contribution to the 
research endeavors of the residency.  It is awarded to the senior resident achieving the highest score in 
the research paper and presentation evaluation. 

4. Carey D. Chisholm Staff Teacher of the Year 
The resident body selects this award for the Attending Faculty member that has contributed the most to 
the teaching and advancement of the residents. 

5. Screaming Eagle Award 
The resident body selects this award for the Attending Faculty member that has contributed the most to 
the improvement of the residency as a whole. 

6. Save of the month 
Each month at BAMC and WHMC faculty and residents submit great cases.  From these one resident is 
chosen for his/her instrumental role in making a great diagnosis or managing a case especially well.  The 
resident’s name and diagnosis is recorded on a plaque near the Team Center at BAMC. 
 

XI. Schedule 
A. The resident schedule should be completed NLT one month prior to the beginning of the ED 

block.  The Chief Residents are to ensure timely completion, appropriate coverage and 
equitability.  The number of hours worked must meet the guidelines of the Residency Review 
Committee (RRC).  In general, shifts while on a BAMC/WHMC ED block will be 9 hours of 
scheduled clinical duty.  Each resident will have on average one day per week free from hospital 
duties.  
1. Generally, EM-1s will work 23 shifts in a block, while EM-2s and EM-3s will work 21 and 19 

respectively. As a rule, these shift numbers will be maintained to ensure adequate resident 
clinical experience and to maintain adequate ED coverage. 

2. In all cases, the ACGME and RRC-EM guidelines for work hours will be followed.  These 
rules are in place to improve patient safety and resident learning and avoid serious fatigue-
related events.  All residents as well as faculty have an obligation to report potential violations 
to the program leadership. 
a) RRC-EM work hour rules for ED rotations 

(1) Maximum 12 hour scheduled ED shifts 
(2) Equivalent period of rest following shifts 
(3) One day off in seven 
(4) Maximum 60 scheduled clinical hours and 72 duty hours per week 

b) ACGME work hour rules (for other rotations) 
(1) Maximum 24 hours continuous clinical duty. 
(2) Additional 6 hours allowed to complete clinical responsibilities and attend 

conferences.  No new patients allowed. 
(3) One day off in seven 
(4) On call no more than every third night 
(5) Maximum 80 hours per week, averaged over 4 weeks 
(6) Some programs (e.g. internal medicine) may have stricter requirements and these 

apply equally to EM residents rotating on the service.    
3. Chief Residents are empowered to make routine decisions to effect the schedule within 

program, RRC and ACGME guidelines.  However, the Program Director or his or her 
designee will have approval authority for the schedule. 
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B. The basic schedule appears as follows: 

1. Blocks 1-7 of the Academic Year 

 
 
2. 

 

 

 

 
 

C. The
2s w
1. 

2. 

3. 

4. 

5. 

D. Shif
1. 

SAUSHEC EMR
 

EM-1, R-1 Shifts  Day Evenings Night 

 0700 1500 2300 

EM-2 Shifts  Day Evening 

  1000 1800 0200 

EM-3 Shifts  Day Evenings Nights 
Blocks 8-13 of the Academic Year 
EM-1, R-1 Shifts  Day Evenings Night 

 0700 1500 2300 

EM-2 Shifts  Day Evenings Nights 

  1000 1800 0200 

EM-3 Shifts  Day Evening 
 intent of the alternating schedules (EM-3s work nights the first half of the year, then the EM-
ork nights, as reflected above) is severalfold: 
Has more experienced EM-3s available in the EDs 24 hours per day in the first half of the 
year. 
EM-2s are afforded the opportunity to focus on multitasking and efficiency in the firsts half of 
the year without having to be distracted by running the ED 
Allows progression of responsibility for EM-2s to run the EDs 0200-1000 in the latter half of 
the year. 
Provides a reasonable balance in terms of optimal ED staffing by residents and a work 
environment that supports education and rewards seniority.  
There are several caveats to this hybrid model of staffing: 
a) The block schedule needs to be properly balanced since the first and second half of the 

academic year is not truly equivalent. 
b) Other asymmetric aspects of the block schedule such as front-loading the EM-3 

Research block will also have to be taken into account. 
t length 
Shifts are normally 9 scheduled hours in length. 
a) Shift change times noted on the previous tables reflect the time that board rounds are 

conducted. 
b) The shift normally runs one hour later than board round time, thus, the scheduled length 

is 9 hours. 
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c) Residents on a given shift are fully responsible for seeing new patients presenting to the 
ED up to the moment of primary board rounds, normally held at 0700/1500/2300 daily.  

d) The hour following board rounds will be fully used to complete turnovers, patient 
dispositions, charting and the like.  If more than an hour is needed to accomplish these 
tasks, the resident will stay until the job is done.  The SRs (on-coming and off-going) 
should monitor this situation to ensure a balance between completion of clinical duties 
and assuring junior residents go home at a reasonable time.  Residents who complete 
their work prior to the end of a full 9-hour shift will only depart with the consent of the 
oncoming SR. 

e) In any case, duty is not complete until all clinical and administrative obligations on that 
shift are met.  Physicians have an affirmative obligation to their patients to assure good 
continuity of care and completeness of their evaluation prior to departing. 

2. Historically, 12-hour shifts were used on weekends and around the winter holidays to 
accommodate a decrease in resident availability.  On occasion, 12-hour shifts may be 
implemented for special or unusual circumstances. 

3. Nights prior to Grand Rounds 
a) On Thursday nights prior to Grand Rounds, the EM-2 or EM-3 and any swing shifts that 

are ordinarily scheduled to work until 0100-0300 will be released at 2400. 
b) Every effort will be made to enforce this rule as a matter of safety and well being.  Off-

going residents should plan for a smooth and effective transition of ED responsibilities to 
the night resident and/or faculty to ensure a timely end to the shift. 

4. Swing shifts, when scheduled, will normally run 1700-0200. 
a) Swings are an essential component of the overall ED schedule and therefore residents 

on swing shifts should always come to work as scheduled and on time.  It is inappropriate 
to call the ED and ask if your services are needed in hopes of being waved-off .  

b) It is discouraged to send a swing home even if the ED is quiet because demand can 
surge in the ED with little notice. Swing shifts are an important component of resident 
education and clinical experience.  In this fashion, faculty approval is required to exercise 
this option.  

5. Residents will be scheduled on Grand Rounds and Procedure Lab days as usual. 
a) The resident’s first priority is to attend this planned educational experience.  Faculty will 

normally cover the EDs during these times. 
b) Following Grand Rounds (Friday) and after Procedure Lab (normally the first Monday of 

each block) the resident schedule will be as follows: 
(1) Day shift that normally would begin at 0700 will instead run 1230-1700 
(2) Day shift that normally would begin at 1000 will instead run 1230-1900 
(3) Evening shift that normally would begin at 1500 will run 1700-2300 
(4) Evening shift that normally would begin at 1800 will run 1900-0200 
(5) Night shifts and swing shifts are unchanged 

6. The Chief Resident(s) or his/her designee will prepare a back-up roster for illnesses and 
emergencies for each block.  Residents assigned to back-up call must be available by phone 
or beeper and within 30 minutes of the hospital.  The resident originally scheduled to work 
must arrange a 1:1 "payback" with the resident called in on his/her day off.  Exceptions to the 
payback policy must be approved by the Program Director. 
a) Backup or “jeopardy” residents have an affirmative responsibility to be in contact (e.g. 

pager or telephone) in case their services are needed. 
b) Backup or “jeopardy” residents have an responsibility to be promptly available for duty in 

case their services are needed to include sobriety and if needed, backup child care. 
7. After a schedule is completed and distributed, each resident is responsible for his/her 

assigned shifts.  Residents may trade shifts subject to approval by the Chief Resident.  After 
changes are made and approved, the affected residents must update the duty rosters in the 
EDs and department offices.  The responsibility of coverage will remain with the originally 
assigned resident.   

8. Residents arriving late for their assigned shifts will be assigned additional “training hours” 
according to the following formula: < 5 minutes = 1 hour, 5-10 minutes = 2 hours, 10-15 
minutes = 3 hours, > 15 minutes = 9 hours. 
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a) This policy is designed to focus the residents attention on punctuality, timeliness and 
reliability, all key attributes of a successful emergency physician.   

b) These additional training hours will be accomplished in a timely manner and be reported 
by the chief resident to the program director. 

c) These additional training hours will be scheduled to comply with RRC guidelines and 
good work/rest practices. 

E. Emergency medicine residents on rotations which require no call or weekend duty will work ED 
weekend shifts as dictated by the rotation requirements and at the discretion of the Program 
Director. 
1. EM Administration  and Research rotations, 4 shifts 
2. Anesthesia, Orthopedics, and ObGyn,  3 shifts to occur on weekends only.  These shifts will 

not interfere with the learning experience of the off-service rotation. 
F. Supervision of the ED requires the presence of a responsible physician.  The responsible 

physician in the ED is the EM resident.  To improve supervision, training, and accountability, an 
EM resident will always be present physically in the ED (except during didactics).  It is the SR’s 
responsibility to coordinate the ED duty time to allow for "break time" during the shift.  Individual 
situations that require the resident to be absent from the ED should be worked out with the Senior 
Resident who will consult faculty if necessary. 

G. Sick Policy 
1. Residents who are ill and feel they cannot make a shift will call, as early as possible, the 

Chief Resident to explain the situation.   
2. The Chief Resident will exercise discretion in authorizing the sick day by telephone or 

requiring the ill resident to present to sick call for examination.  In any case, the Chief 
Resident will notify the staff on duty in the affected hospital and will activate the call roster as 
appropriate.  The Program Director should be provided with notification of the sick resident in 
a timely manner – ordinary colds and flu can be by routine notification while all serious 
illnesses mandate immediate notification. 
a) More than one sick day in a given block requires Program Director approval. 
b) Residents who miss a significant number of clinical or didactic training opportunities 

through illness may require an extension of training or other adjustments to make up for 
the lost time. 

c) Abuse or misuse of sick days undermines unit effectiveness, is a serious breech of 
responsibility and is highly unprofessional.  It will be treated as the serious offense that it 
is. 

 

XII. Leave Policy 
A. Ordinary leave must be scheduled at least 30 days in advance, with notable exceptions below.  

Application for Leave requests will be given to the Residency Coordinator who provides the DA 
Form 31 or AF Form 988.  The request is submitted through the Chief Residents to the Program 
Director after prior coordination with the service chief of the service on which the resident is 
scheduled. 

B. Up to three weeks of leave for all residents are authorized each year, but may only be taken one 
week at a time.  Exceptions with justification will be considered on a case-by-case basis.   
1. Leave during heavy inpatient services is discouraged, and will only be approved on an 

individual basis by the service chief and the Program Director.  All leave is subject to final 
approval by the Company Commander (Army residents) or the Squadron Commander (AF 
residents). 
a) Leave is permissible during rotations in Community EM, Operational EM at CCRC, 

Pediatric EM at Brackenridge, PICU at Santa Rosa, SICU-B, Anesthesia, SICU-WHMC, 
General Surgery-WHMC, General Surgery-BAMC, ObGyn, EMS, Toxicology, Research 
(EM-3 only), Administration, Orthopedics, and electives longer than two weeks, all 
subject to approval of the off-service director. 

b) No leave may be taken during SICU-W, MICU, CCU, Medicine, or ED blocks. 
c) Leave may be offered for Surgery, subject to approval of the off-service director. 
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d) Community EM and Ortho at UTHSCSA closely monitors the number of days off during 
the block.  Residents should not expect more than 7 days of leave and this includes TDY 
for courses, etc. 

e) Generally, leave will not be permitted for EM-1s or EM-2s during the month of June 
unless off-service.  Ordinary leave will not usually be permitted for any residents in July. 

f) Leave during off-service rotations should be taken during the first or last week of the 
rotation. 

2. Leave may be taken during the winter break period (normally a two-week period 
encompassing X-mas and New Year’s Day) if the resident is scheduled for an ED block. 

3. Emergency leave is available for life-threatening events that occur in a close family member.  
Rules for emergency leave are provided for in service-specific regulations.  Emergency leave 
does not ordinarily count against a resident’s 3 week leave limit per year (it is chargeable 
leave, though).  However, if the resident misses a significant amount of time (more than a few 
days) from training, the resident may incur an extension of training or must otherwise make 
up the lost educational experience. 

4. Maternity leave (convalescent leave) is authorized per service regulations, normally 6 weeks. 
a) Planning ahead (if possible) is always recommended as some blocks offer more flexibility 

than others.  However, if the resident misses a significant amount of time (more than a 
few days) from training, the resident may incur an extension of training or must otherwise 
make up the lost educational experience. 

b) Paternity leave is not recognized by service regulation.  However, the residency 
recognizes the importance of family togetherness during the arrival of a new family 
member.  SAUSHEC rules allow a  resident to petition for up to 1 week of administrative 
time away from clinical duties to accommodate a new family member.  Approval is based 
on command approval, the standing of the resident, work schedule, block rotations and 
other factors.  Planning ahead is always recommended as some blocks offer more 
flexibility than others.  However, if the resident misses a significant amount of time (more 
than a few days) from training, the resident may incur an extension of training or must 
otherwise make up the lost educational experience. 

5. IAW service regulations and SAUSHEC rules, graduating seniors who are PCSing may be 
authorized 4 days PTDY for house hunting during training (up to 10 days total may be 
authorized if the PTDY occurs after graduation).  This PTDY does not ordinarily count against 
a resident’s 3 week leave limit per year.  However, the PTDY must not interfere with the 
resident’s learning experience and is subject to the ED schedule and approval by the 
program director and any off-service coordinator as appropriate. 

SAUSHEC EMRP Residency Manual AY 2003-04      Dated 1 July 2003 
   

39 



Table of Leave Requirements and Points of Contact 

Rotation Advance Notice Contact 
EM –  
BAMC & WHMC 

Not authorized N/A 

Community EM –  
UTHSCSA 

90 days Dr. David Hnatow 
358-2078/2079 

Trauma-CC –  
UTHSCSA 

90 days Dr. David Hnatow 
358-2078/2079 

Pediatric EM –  
Brackenridge 

60 days Dr. Shawn Wassmuth 
512.324.7024 

Ob/Gyn –  
UTHSCSA 

60 days Dr. Elly Xenakis 
567-4953 

Operational EM – 
CCRC, Wash, DC 

60 days Ms. Leslie Sawyers 
301.295.4043 

EMS –  
Austin 

60 days Dr. Ed Racht 
512.972.7250 

Toxicology –  
NYCPCC 

30 days Dr. Lewis Nelson 
212.447.8150 

Research 30 days Drs. Knight & 
Gerhardt 

Administration 30 days Dr. Hunter 
916-5512 

Orthopedics – 
UTHSCSA DEM 

90 days Dr. David Hnatow 
358-2078/2079 

Anesthesia –  
WHMC 

60 days Dr. John Lundell 
292-7956 

Anesthesia –  
BAMC 

30 days Dr. Stuart 
916-2118 

SICU –  
BAMC 

Limited – 1st come 
1st serve 

Dr. Baskin 
916-5250 

SICU –  
WHMC 

Not usually 
granted 

Dr. Deborah Mueller 
292-5950/5821 

Surgery –  
WHMC 

Limited – 1st come 
1st serve 

Dr. Joel Goldberg 
292-5906 

Surgery –  
BAMC 

Limited – 1st come 
1st serve 

Dr. Russ Martin 
916-1925 

PICU –  
Santa Rosa 

60 days Dr. Richard Taylor 
567-5314 

Med, CCU, MICU –  
BAMC & WHMC 

Not authorized N/A 
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XIII. Due Process 
A. The program and SAUSHEC has an open door policy.  Any resident wishing to discuss an issue 

with the program director, other program officials, director of medical education, or Dean is 
encouraged to visit. 

B. Advancement 
1. Residents are advanced in academic responsibility based on approval of the Program 

Director with the advice of the teaching faculty that the resident is prepared to accomplish a 
new level of responsibilities. 

2. This is a formal action and is guided by the SAUSHEC Due Process Policy. 
C. Program-Level Remediation 

1. When the Program Director identifies a resident with a deficiency or deficiencies that have 
not been amenable to informal counseling and redirection, or identifies a deficiency of 
significant magnitude to be addressed now, the resident may be placed on program-level 
remediation. 

2. Program-level remediation is a program tool to focus the energies and effort of the resident to 
improve performance in one or several areas.  It requires formal counseling, identification of 
the deficiencies, a remediation plan and an evaluation plan.  It is not normally longer than 60 
days. 

3. Program-level remediation is not an adverse action for purposes of National Practitioner Data 
Bank or licensure reporting.  It is, however, reported to the Associate Dean, SAUSHEC for 
tracking. 

4. This is an action that is guided by the SAUSHEC Due Process Policy. 
D. Probation/Termination 

1. A resident will be placed on probation when adequate progress is not being made in 
program-level remediation.  Additionally, a resident may be placed on probation directly if 
there is gross negligence or willful misconduct.   

2. Probation normally is for 30-90 days duration and is considered an adverse action for 
purposes of National Practitioner Data Bank or licensure reporting.  It is processed through 
the SAUSHEC Graduate Medical Education Committee. 

3. A resident whose progress continues to be substandard after appropriate probation, 
counseling and remedial action may have probation extended, training length extended, or 
may  be removed from the training program.  Such actions will be conducted under the 
SAUSHEC Due Process policy.  

4. Male and Female Ombudsmen are available through SAUSHEC at both WHMC and BAMC. 
The role of the Ombudsman is to provide unbiased support for the residents in areas 
requiring conflict resolution. Current Ombudsmen contact can be initiated through the 
respective Director of Medical Education offices.  

E. Academic and Professional Integrity 
1. The SAUSHEC EM Residency's foundation lies in the assumption that participants are adults 

desiring self-improvement through participation in the residency.  An atmosphere of trust 
must be maintained in order for the successful functioning of such a program. 

2. One's conduct in all areas of the residency is assumed to parallel the tremendous 
moral/ethical obligation the physician assumes at the bedside. For this reason, any of the 
following may result in summary adverse action to include UCMJ and referral to the 
SAUSHEC GMEC: 
a) Lying (eg, falsifying charts/labs/x-rays) 
b) Cheating (quizzes and examinations are on an honor system) 
c) Stealing (self-explanatory; includes Uncle Sam, TDY declarations, etc.) 
d) Gross negligence jeopardizing a patient due to inappropriate behavior (eg, abandonment, 

leaving duty station without excuse, ignoring faculty patient care plans.) 
F. Additional Policies 

1. SAUSHEC Resident Grievance Policy 
2. SAUSHEC Resident Policy Handbook 
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XIV. Wellness 
A. Residency training can be among the most challenging and stressful periods of a physician’s 

career.  Residents are expected to care for a large number of patients, many of who may be 
seriously ill and some of who will die.  They are routinely expected to acquire a seemingly infinite 
body of knowledge and repertoire of skills while working long hours under the supervision of 
demanding seniors and uncompromising attending staff.   

B. Emergency medicine residents face unique challenges in addition to the stressors shared by all 
physicians in training.  The emergency department practice environment is often characterized by 
difficult patients and challenging professional relationships.  Emergency medicine residents are 
frequently isolated from their peers in both “off-service” rotations as well as when working in the 
emergency department.  Finally, irregular work schedules and a chaotic training environment 
result in emotional fatigue as well as physical fatigue that adversely impacts residents’ family and 
social relationships. 

C. The residency faculty share responsibility with the residents for their personal as well as 
professional development during training.  The resident wellness program outlined here has been 
developed to provide a framework to facilitate emergency medicine residents’ personal and 
professional growth. 

D. The program leadership including the program director, associate program director, department 
chiefs and chairs, and chief residents have an open door policy.  Residents are encouraged to 
use their chain of command to address problems at the lowset possible level (i.e., begin with the 
chief resident).  However, residents may bring any matter they feel needs attention directly to the 
program director.  The SAUSHEC Dean’s Office (Dean and Associate Deans) has a similar open-
door policy. 

E. New residents are assigned a resident advisor and faculty mentor.  The resident sponsor is 
responsible for facilitation of the new resident’s transition to the training environment, assistance 
with administrative aspects of hospital and post inprocessing as well as orientation of the new 
resident’s family to San Antonio and the relevant military installations.  Throughout the new 
residents’ first year the sponsor remains available to assist their mentoree as needed.  
Additionally, each new resident is assigned a faculty mentor who acts as liaison between the 
resident and the residency program leadership. 
1. The resident and mentor meet periodically to review the new resident’s performance in the 

emergency department as well as “off-service” evaluations.  The mentor assists the new 
resident in selection and design of a research project and other academic activities and is 
responsible for review of the resident’s assigned Grand Rounds presentations.  When 
necessary, the mentor acts as the resident’s advocate to other members of the residency 
faculty.  Normally, the department chiefs/chairs and the program and associate program 
director do not serve as faculty mentors. 

2. In the spirit of professional education, once an initial relationship is established, the resident 
is just as responsible for initiating ongoing contact with their mentor and sponsor. 
a) In the EM-1 year, the resident should have contact with the faculty mentor at least every 

6 weeks or so.  Contact with the resident sponsor is ad hoc. 
b) In the EM-2 and EM-3 years, the resident should have contact with the faculty sponsor as 

needed, with a goal of quarterly contact. 
F. In addition to physician wellness-related topics included as part of the didactic program, an 

afternoon long seminar on “Wellness for Emergency Medicine Residents and Their Families” is 
conducted as part of the orientation for new residents.  This program is presented by a 
multidisciplinary team consisting of the Chief Residents and representatives from the 
departments of mental health and pastoral services at both WHMC and BAMC.  The seminar is 
conducted at an out-of-hospital location, and residents’ families are invited to participate. 
Resident schedules are designed to support team-building as well as time for personal activities.  
Generally, residents transitioning from assignment in the emergency department to an inpatient 
or critical care rotation are not assigned clinical shifts on the last day of the rotation block.  On 
occasion, the emergency medicine faculty provides department coverage through 1500 on the 

G. 

SAUSHEC EMRP Residency Manual AY 2003-04      Dated 1 July 2003 
   

42 



Grand Rounds days to support “free time” for all emergency medicine residents from 1200-1500 
for informal group or individual activities.  Additionally, the faculty provides departmental coverage 
for quarterly “Residents’ Days” associated with the summer, the winter holiday party, the in-
service examination and graduation. 

H. The effects of fatigue on resident performance and safety and the safety of patients is an 
important topic and the program uses several techniques to improve awareness and decrease 
the deleterious effects of fatigue.   
1. Schedules are carefully crafted to avoid chronic and acute sleep deprivation while ensuring 

adequate clinical experience and exposure to the arduous and unpredictable nature of clinical 
practice.  The ACGME has a new set of work rules that limit the number of hours a resident 
can work on off-services. (Emergency Medicine has long recognized the high-intensity nature 
of the ED and has had strict work rules in place for many years.)  

2. Residents should maintain vigilance for the effects of fatigue in themselves and their 
colleagues and report any potentially dangerous conditions immediately.  Lesser potential 
violations of work rules should also be reported to the chief resident or program leadership for 
investigation and action. 

I. An orientation picnic for the new EM-1s is held in July, traditionally at a faculty residence.  The 
goal is for all the faculty to meet the new EM-1s.  The new EM-1’s place of duty is the picnic and 
of course, family arte  welcome.  Maximum faculty participation is encouraged.  Em-2 and EM-3 
residents are also invited as the schedule allows. 

J. Personal physical fitness is emphasized as an organizational value for members of the United 
States Army and Air Force. 
1. As active duty military officers, residents in SAUSHEC are required to comply with height and 

weight requirements as well as demonstrate their physical fitness on a standardized fitness 
test semiannually. 

2. In addition to occupational health screening upon assignment to BAMC or WHMC, residents 
are required to undergo periodic medical and dental evaluations to verify their physical 
qualifications for continued active service in the military. 

K. Residency training, and particularly training in emergency medicine, can be turbulent and 
challenging for even the best physicians and the most supportive families.  Emergency medicine 
residents who require additional assistance coping with professional or personal challenges 
during training are provided a variety of resources for professional, personal and family support.  
The Chief Residents are always available to assist their colleagues with any matter, and can 
frequently facilitate resolution of most issues on an informal basis.  The resident’s assigned 
advisor and faculty mentor are also available to assist with issues that the resident may be 
reluctant to bring to the Chief Residents.  Other issues may be more appropriately directed to the 
Program Director or the Associate Director.  Whatever the issue, the important thing is to talk to 
someone and avoid toughing it out alone.   

L. SAUSHEC maintains an ombudsman program that provides neutral faculty members at both 
WHMC and BAMC to help the resident negotiate challenging professional or residency-related 
issues.  They can be accessed by contacting the respective GME offices at BAMC (916-2222) or 
WHMC (292-7443). 

M. Individual and family counseling can be arranged through Behavioral Medicine at BAMC (916-
4280 or 2010) or Mental Health at WHMC (292-3821).  Spiritual counseling is available from the 
Department of Ministry and Pastoral Care is available at BAMC (916-1105) and Chaplain 
Services are available at WHMC (292-7373 or page #0346).   
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Military Unique Curriculum

MAJ Robert A. De Lorenzo. MD, FACEP

SAUSHEC Emergency Medicine



MUC Overview





Lessons from Desert Storm

		Deployed medical officers showed wide range of military medical skills

		Great variability in preparedness between the

		3 service’s medical forces

		active and reserve components

		No common core of skills could be established or trained during the buildup





MUC Overview





1995 USUHS Report

In 1995 USUHS issues report on the military unique features of DoD GME programs:

		High interest

		Low uniformity

		Lack of coordination

		No funding





MUC Overview





1996 DoD Inspector General

		In 1996 DoD IG issues report:

		Lack of specialized readiness curricula

		Failure to utilize readiness training opportunities

		Lack of monitoring of training effectiveness and readiness

		DoD HA followed-up with directive to all 3 SGs to develop MUC in GME programs

		Current policy (DoD HA # 99-00020) dated 28 June 1999 mandates

		Core topics for PGY-1 year

		Specialty-specific topics thereafter







MUC Overview





Additional Realizations

		As USUHS came under intense scrutiny to justify its existence, so did DoD GME

		DoD GME was viewed as unnecessarily expensive and yet did not offer any unique contributions to the primary service missions

		Specialties with little battlefield presence felt particularly vulnerable: 



		Pediatrics	Cardiology	Neurology

		Oncology	Pathology		Nuclear Med



		Traditional battlefield specialties had trouble linking their GME training to the real-world needs of combat

		Declining rates of open surgical procedures

		Declining exposure to any trauma, let alone penetrating

		Vaginal delivery was #1 major procedure in DoD Facilities

		Cardiovascular and pulmonary disease (chest pain and COPD) were the most common admission diagnoses





MUC Overview





Flag Officer Executive Committee on GME

		Work Group established in ‘96

		Service GME Reps

		USUHS Assoc Dean for GME

		Others

		Published a comprehensive MUC in 1998

		Most specialties represented

		Variable approaches by specialty

		Peds	2 pages

		Ortho	4 pages

		IM	8 pages

		Psych	12 pages

		EM 	20  pages

		Includes a GMO & transport medicine curricula
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Basic Military Medicine Course

		UNIT I

		Combat related injuries

		High velocity wound ballistics

		Explosions and blast

		Burn injury and management

		UNIT II

		Echelons of medical care and patient evacuation

		Triage of war casualties (skill*)	

		Ethics of combat casualty care

		Code of conduct in the combat environment

		UNIT III

		Chemical warfare agents and injuries

		Thermonuclear weapons and injuries

		Biologic warfare agents and injuries

		Medical effects of radiation





MUC Overview





Basic Military Medicine Course

		UNIT IV

		Field laboratory procedures

		Field x-ray procedures-film 

		Field medical care (first response team)

		Training prior to deployment

		Returning casualties to duty

		UNIT V

		Febrile syndromes in third world countries

		Infectious disease prophylaxis

		Sanitation in the combat environment

		Immunizations
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Basic Military Medicine Course

		UNIT VI

		Cold injury and hypothermia

		Heat related illnesses

		Hypobarics and high altitude physiology

		Hyperbarics-compression and decompression illness and injuries

		UNIT VII

		Psychiatric disorders associated with trauma

		Stress in specific combat and support units

		Prevention of stress reaction in combat (skill*)

		UNIT VIII

		Lightning related injuries

		Drowning and near drowning

		Insect, marine animal stings and snake bites









*All except two entries (triage & combat stress) are cognitive objectives
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Army Plan for FYGME MUC

		Project initiated in 1998 and just completed

		20 teaching modules, each about 20 minutes long

		11 Modules up and running

		Modules available on the internet as multimedia presentations





MUC Overview





Army FYGME Curriculum

		Biological Warfare

		Chem: Vesicants

		Chem: Nerve Agents

		Fever in Deployed Soldier

		Heat Injuries

		Cold Injuries



		Law of Armed Conflict

		Musculoskeletal Injuries

		Travel Medicine

		Triage

		Tricare



https://sweb.tamc.amedd.army.mil/wbc/
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AF Plan for FYGME MUC

		Ongoing monthly lecture series

		Various topics presented at noontime conference

		Videos available for those not able to make conference
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AF FYGME Curriculum

		Aerospace Medicine

		EMEDS

		Radiation Effects

		Chemical Warfare Injuries

		Febrile Syndromes

		ID Prophylaxis

		Field Sanitation 

		Heat/Cold Related Injuries

		Combat Psychiatry

		Echelons of Care/ EVAC



		Military Medical-Legal 

		Humanitarian/ Disaster Response

		TRICARE

		Biowarfare Injuries

		Disability Profiles/ MEB

		Musculoskeletal Injuries
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Specialty - Specific MUC

Emergency Medicine



MUC Overview





Emergency Medicine MUC

		Working Group formed in 1998

		Goals

		Identify core references

		Identify modular training opportunities

		Link EM core curriculum to military medicine

		Identify portions of EM core curriculum that all deployed physicians should be familiar with

		Define operational topics & references 

		Develop and modify lab training modules
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Emergency Medicine Panel

		Col Raymond Ten Eyck, USAF, MC CHAIR

		MAJ Carolyn Tiffany, MC, USA

		COL James Pfaff, MC, USA

		CAPT William Roberts, MC, USN

		MAJ Edward Lucci, MC, USA

		CDR Kevin J. Knoop, MC, USN

		LTC James A. Morgan, MC, USA

		Maj John Wightman, USAF, MC
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Emergency Medicine MUC

		Product (1998)

		Core curriculum linked to military requirements

		EM core curriculum appropriate for all deployed physicians

		Reference list

		Course list

		Absent

		Operational aspects

		New or Modified labs

		Implementation plan
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MUC Implementation

		Left to the three individual services

		Within each service, each hospital and each specialty went their own way

		A few isolated DOD successes are recorded

		CHART Course

		No overall triservice campaign plan has emerged
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Key Challenges to MUC

		Medical center faculty often not well-prepared

		Funding scarce

		Integrating into an already packed residency curriculum

		FYGME plan places the burden of completion on the R-1

		Categorical programs have to balance FYGME and their own specialty-specific MUCs

		Operational opportunities of real educational value limited
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So Where Are We Now?

		SAUSHEC EM Residency still faced with MUC requirement



		PGY-1 core topics (Basic Military Medicine Course) fielded



		EM-specific material to be implemented
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Good News Story

		EM, by virtue of its focus and depth, covers the majority of the Basic Military Medicine Course

		Supplemented by specific presentations

		Or, included as part of the EM-specific material (below) being developed

		Specialty-specific material easily integrated into curriculum
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EM MUC at SAUSHEC

		Jointly developed by residencies at MAMC/DACH and SAUSHEC

		Material drawn from multiple sources

		Army, AF, and Navy

		Evolving process with plenty of opportunity for refinement
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EM MUC Topics

		Topic		Site		Status

		Military Medicine/EM History		DACH		In Progress

		Legal/Ethical in Military EM		DACH		In Progress

		Field Envenomations		MAMC		In Progress

		Marine Emergencies		DACH		In Progress

		Ocular Emergencies		MAMC		In Progress

		Orthopedic Emergencies		BAMC		Open

		Far-forward care		BAMC		Done

		Casualty Evacuation		BAMC		50%

		Brigade/Field Surgeon		MAMC		In Progress

		WMD (chem, bio, nuke)		BAMC		Done

		Dermatology in the Field		MAMC		In Progress

		ATLS/APLS/ACLS		N/A		Done
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EM MUC Future Possibilities

		Fully integrate MUC into residency curriculum

		Establish 1, 2 or 3 year cycle

		Develop and field the full range of proposed topics

		Consider development of labs/practicums to support EM MUC

		Develop Operational Medicine Rotation for EM-3 year
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EM MUC Opportunities

		Update EM MUC to reflect

		New Model of EM Practice

		Updated references & resources

		Develop remaining topics on list

		Orthopedic emergencies

		Air evac component of Casualty Evacuation

		Develop new topics

		Develop labs/practical

		Evacuation practical exercise

		Field amputation lab
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Questions?

?
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SAUSHEC EMRP


Supplemental Reading List


3 September 2002


Supplemental readings are intended to enhance the resident’s educational experience on off-service rotations.  They are in addition to, not a replacement for, the regularly assigned readings (see separate documents for required readings).  Residents should approach the supplemental readings to broaden and deepen their understanding of the off-service clinical experience. The texts were chosen for their relevance to emergency medicine and the off-service specialty, and were selected to balance both readability and depth. Formal, objective evaluation (quizzes) will not ordinarily accompany these readings, however, residents are responsible for the content in a professional and clinical sense.


Medicine


Cecil Essentials of Medicine, 5th  ed. Thomas E. Andreoli (Editor), Charles C.J. Carpenter (Editor), Robert C. Griggs, Joseph Loscalzo  W B Saunders Co 2000 


Surgery


Trauma Management : An Emergency Medicine Approach. Ferrera PC, Colucciello SA, Marx JA, Verdile V (Eds), Mosby, 2000


CCU


The ICU Book, 2nd ed. Paul L. Marino. Lippincott, Williams & Wilkins; 1998 


MICU


The ICU Book, 2nd ed. Paul L. Marino. Lippincott, Williams & Wilkins; 1998


Anesthesia


Manual of Emergency Airway Management. Walls RM, Luten RC, Murphy MF (Eds), Lippincott Williams & Wilkins, 2000 


ObGyn


Emergency Care of the Woman.  Pearlman, Tintinalli, McGraw-Hill, 1998

EMS


Prehospital Systems and Medical Oversight, 3rd ed.   Kuehl S (Editor).  Kendall/Hunt Pub Co, 2002


Orthopedics


Emergency Orthopedics, 4th ed. Simon RS, Koenigsknecht SJ (Eds), McGraw-Hill Professional Publishing, 2000


SICU


The ICU Book, 2nd ed. Paul L. Marino. Lippincott, Williams & Wilkins; 1998


PICU


Nelson Textbook of Pediatrics, 16th ed. Richard E. Behrman, Robert Kliegman, Hal B. Jenson W B Saunders Co 2000


Pediatric Emergency Medicine


Nelson Textbook of Pediatrics, 16th ed. Richard E. Behrman, Robert Kliegman, Hal B. Jenson W B Saunders Co 2000


Administration


Emergency Department Management: Principles and Applications. Salluzzo RF, Mayer TA, Strauss RW (Eds), Mosby-Year Book, 1997


Toxicology


Goldfrank's Toxicologic Emergencies, 7th ed. Lewis R. Goldfrank, Neal E. Flomenbaum, Neal A. Lewin, Neal E. Flomenbau, 7th edition 2002) McGraw Hill


Emergency Medicine


Admission & Discharge Decisions in Emergency Medicine, 


Frank LR,  Jobe KA (Eds), Hanley & Belfus, 2002.


Research


Designing Clinical Research: An Epidemiologic Approach.  Stephen B. Hulley, Steven R. Cummings, Warren S. Browner, de Grady. Lippincott Williams & Wilkins Publishers  2001


Articles: 


Lewis LM. Lewis RJ. Younger JG. Callaham M. Research fundamentals: I. Getting from hypothesis to manuscript: an overview of the skills required for success in research. [Journal Article] . 5(9):924-9, 1998 Sep. 


Kwiatkowski T. Silverman R. Research fundamentals: II. Choosing and defining a research question. [Journal Article] . 5(11):1114-7, 1998 Nov. 
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SAUSHEC Graduate Medical Education Policy Book


I.  Introduction:    


    A.  References:


          1.  AFI 41-117, Medical Service Officer Education.


          2.  AR 351-3, 8 Feb 88, Part 2, Chapter 6:  Medical Corps Graduate Medical Education.


          3.  AMA Graduate Medical Education Directory, “Essentials of Accredited Residencies in Graduate Medical Education: Institutional and Program Requirements   (revised annually)


    B.  Background and Purpose of the GME Policy Book


          1. To establish policies and standards for Graduate Medical Education (GME) programs sponsored by the San Antonio Uniformed Services Health Education Consortium (SAUSHEC) and for residents in those programs. 


          2. The USAF Medical Service and the US Army Medical Corps sponsor and support GME by the policies and procedures established in references in paragraph IA above.  These directives and other applicable Air Force and Army directives and guidance are the benchmarks for the development, conduct, and evaluation of GME programs at SAUSHEC.  The purpose of military GME is to provide an educational program to meet the needs of the USAF Medical Service and the Army Medical Corps for fully qualified practitioners in support of the delivery of quality health care to active duty/retired military personnel, and other eligible federal beneficiaries in executing the peacetime and wartime roles of the Army and the Air Force. 


          3. The ACGME mandates that the Graduate Medical Education Committee (GMEC) develop written institutional policies for resident support, benefits, and conditions of employment; and that each resident receive and sign a written agreement outlining the terms and conditions of his/her appointment to an educational program.


          4. The philosophy, policies, and procedures embodied in this policy book are reviewed and affirmed annually by the SAUSHEC GMEC and approved by the SAUSHEC Board of Directors, Command Council and medical staffs of SAUSHEC member Institutions.  This GME policy book serves as the SAUSHEC written institutional policies for resident support, benefits, and condition of employment.  Upon entering a SAUSHEC training program, each GME resident will be provided and will sign for a copy of this GME policy book, the SAUSHEC training agreement and for his/her program’s policies and curriculum.  In addition a signed copy of the resident's agreement to enter an Air Force or Army training program is kept in the master training file at HQ AFPC/DPAME for Air Force trainees and in the BAMC Department of Medical Education for Army trainees. 


          5. It should be noted that military residents in The University of Texas Health Science Center San Antonio (UTHSCSA) integrated programs will follow UTHSCSA policies for GME issues but will comply with all applicable military rules and regulations.


    C.  Definition of Terms


.


       -  American Board of Medical Specialties (ABMS): The umbrella organization for the 24 approved medical specialty boards in the United States. Established in 1933, the ABMS serves to coordinate the activities of its member boards and to provide information to the public, the government, the profession, and its members concerning issues involving specialization and certification in medicine. The mission of the ABMS is to maintain and improve the quality of medical care in the United States by assisting the member boards in their efforts to develop and utilize professional and educational standards for the evaluation and certification of physician specialists.


       - Accreditation Council for Graduate Medical Education (ACGME):  The governing body for institutions that sponsor GME programs.


       - Accreditation:  A voluntary process in which GME programs and their sponsoring institution(s) undergo regular review by the ACGME to determine whether the educational programs are in substantial compliance with established educational standards as set forth in the institutional and program requirements.  Decisions about accreditation are made by the residency review committees under the authority of the ACGME.


       - Air Education and Training Command (AETC):  The command authority for Wilford Hall Medical Center.


       - Associate Dean for Graduate Medical Education (ADGME), SAUSHEC:  Individual at each member institution who, along with his/her staff, assists the Dean, SAUSHEC, in dealing with GME issues at that institution and manages the GME Office at that institution.


       - Brooke Army Medical Center (BAMC):  The Army GME and tertiary care hospital located in San Antonio, Texas; a member institution of SAUSHEC.


       - Certification (see also “American Board of Medical Specialties”):  A voluntary process intended to assure the public that a certified medical specialist has successfully completed an approved educational program and an evaluation including an examination process designed to assess the knowledge, experience, and skills requisite to the provision of high-quality patient care in that specialty. Certification boards determine whether candidates have received appropriate preparation in approved residency training programs in accordance with established educational standards; evaluate candidates with comprehensive examinations; and certify those candidates who have satisfied the board requirements. Physicians who are successful in achieving certification are designated as diplomates of the respective specialty board. The boards also offer recertification for qualified diplomates at intervals of 7 to 10 years.


       - Consortium:  A group of healthcare organizations established to pursue joint objectives in patient care, education, research, or other areas. If a consortium is formally established as an ongoing organizational entity with a documented commitment to graduate medical education, it may serve as a sponsoring institution of a GME program.


       - Dean, Graduate Medical Education, SAUSHEC:  The individual designated by the Commanders of BAMC and WHMC to have the authority and responsibility for oversight of military GME programs in San Antonio.  The Dean is the SAUSHEC ACGME Designated Institutional Official (DIO see below)


       - Designated Institutional Official (DIO):  Individual at an institution affiliated with one or more GME programs who has the authority and responsibility for the oversight and administration of programs. The Dean is the SAUSHEC’ DIO.

       - Department of Defense:  DoD

        - Graduate medical education (GME) (also called postgraduate medical education):  The second phase of medical education in the US, graduate medical education (GME) prepares physicians for independent practice in a medical specialty.  GME focuses on the development of clinical skills and professional competencies and on the acquisition of detailed factual knowledge in a medical specialty. GME programs are based in hospitals or other health care institutions and, in most specialties, utilize both inpatient and ambulatory settings, reflecting the importance of care for adequate numbers of patients in the GME experience.  GME programs, including Transitional Year programs, are referred to as “residency programs” and the physicians educated as “residents.

”


         - Graduate Medical Education Committee (GMEC):  A committee comprised of program directors, residents and GME leaders responsible for developing and administering GME policies for SAUSHEC.


         - Graduate Year (also see “program year” and “postgraduate year”):  Refers to an individual’s current year of accredited GME--this may or may not correspond to the program year.  For example, a fellow in pediatric cardiology could be in the first program year of the pediatric cardiology program but in the fourth graduate year of GME (including the 3 prior years of pediatric training).  The AMA does not use the term “postgraduate year” (PGY).


         - In-training Examination (also known as “in-service examination”):  Examination to gauge residents’ progress toward meeting a residency program’s educational objectives.  Certification boards of the American Board of Medical Specialties (ABMS) and medical specialty societies offer in-training examinations periodically.

         - Joint Commission on Accreditation of Healthcare Organizations (JCAHO):  The agency which inspects health care organizations and certifies them to meet acceptable standards for patient care. GME programs must train their residents in JCAHO-approved hospitals. 


          - US Army Medical Command (MEDCOM):  The command authority for Brooke Army Medical Center.


          - Military Unique Curriculum (MUC):  The unique training requirements of military GME programs that ensure they train competent military physicians.


          - Moonlighting:  A term used to describe the activity of a resident working as a physician outside


his/her authorized training program.  The term does not connote with or without compensation.

          - Program:  The unit of specialty education comprised of a series of graduated learning experiences in GME designed to conform to the program requirements of a particular specialty.


          - Postgraduate year (PGY) (see also “graduate year”):  Refers to an individual’s current year of accredited GME which may or may not correspond to the program year.  For example, a fellow in pediatric cardiology could be in the first program year of the pediatric cardiology program but in the fourth graduate year of GME (including the 3 prior years of pediatric training).  The AMA does not use the term “postgraduate year” (PGY).


          - Program director:  The individual responsible for maintaining the quality of a GME program and ensuring it meets ACGME and military standards.

          - Program year (also see “graduate year”):  Refers to the current year of training within a specific program which may or may not correspond to the graduate year.  For example, a fellow in pediatric cardiology could be in the first program year of the pediatric cardiology program but in the fourth graduate year of GME (including the 3 prior years of pediatric training).

          - Resident or resident physician:  Any individual at any level in an ACGME-accredited GME program, including subspecialty programs.  Local usage might refer to these individuals as interns, house officers, housestaff, trainees, fellows, junior faculty, or other comparable terminology.  Beginning in 2000, the ACGME has used the term “fellow” to denote physicians in subspecialty programs (versus residents in specialty programs) or in GME programs that are beyond the requirements for eligibility for first board certification in the discipline.


           - Residency Review Committee (RRC):  The 27 review committees within the ACGME system (including the Transitional Year Review Committee) meet periodically to review programs within their specialty and/or subspecialty; to propose program requirements for new specialties/subspecialties; and to revise requirements for existing specialties/subspecialties.


           - Teaching staff (Faculty):  Any individual who has received a formal assignment to teach resident physicians.  In some institutions appointment to the medical staff of the hospital constitutes appointment to the teaching staff.


           - Transitional Year Program:  Broad-based clinical training in an ACGME-accredited residency program that provides a balanced GME curriculum in multiple clinical disciplines.


           - United States Medical Licensing Examination (USMLE):  A three-step examination required for licensure in the US.


           - University of Texas Health Science Center San Antonio (UTHSCSA):  Local medical school closely affiliated with SAUSHEC


           - Wilford Hall Medical Center (WHMC) (also known as the 59th Medical Wing):  The Air Force GME and tertiary care hospital located in San Antonio, Texas; a member institution of SAUSHEC


    D.  History of SAUSHEC 


          1.  Military graduate medical education in San Antonio has a long and proud history and has played a critical role in the military readiness of the Army and the Air Force.  Training programs were started at BAMC in the 1940s and in the 1950s at WHMC.  There is a long history of cooperation between WHMC & BAMC regarding patient care and GME issues which has included the sharing of faculty and clinical rotations for trainees.


          2.  The first formal GME integration occurred in 1986 when the Joint Military Medical Command (JMMC) was established and the Emergency Medicine and Urology programs integrated.  In 1993 when DoD directed the integration of duplicative GME programs in San Antonio and the National Capital area, there were 57 GME programs in San Antonio--33 at WHMC and 24 at BAMC.  Over the next few years 18 of the 22 BAMC/WHMC duplicated programs were integrated a new program started and one closed which reduced the total GME programs from 57 to 39. Five programs were integrated with The University of Texas Health Science Center San Antonio (UTHSCSA).  


          3.  In 1997 with the approval of the Army and Air Force Surgeons General the Commanders of BAMC and WHMC formed the San Antonio Uniformed Services Health Education Consortium (SAUSHEC) as the sponsoring institution for all military GME programs in San Antonio.  A new position—Dean, Military Professional Education--was established to manage SAUSHEC and to be the ACGME recognized DIO.  


          4.  The vast majority of SAUSHEC training is accomplished in DoD hospitals facilitating the healthcare of DoD beneficiaries.  The healthcare specialists who are trained at SAUSHEC are critical to maintaining the readiness of the Medical Corps of the Army and the Air Force.


II.  Mission, Vision and Organization of SAUSHEC 


     A.  SAUSHEC mission and commitment to GME   

          1.  The mission of SAUSHEC is to serve as the ACGME-recognized sponsoring institution for all military GME programs in San Antonio. The Dean, SAUSHEC, serves as the ACGME DIO for all military GME programs in San Antonio.  The mission of SAUSHEC is to conduct military Graduate Medical Education (GME) programs in San Antonio that fulfill all Accreditation Council for Graduate Medical Education (ACGME) requirements.  These programs are of the highest quality, and meet the needs of the DoD by training physician specialists who are qualified, competent, and morally and ethically suited for a career in medicine and to serve in the Medical Corps of the uniformed services of the United States.  After completion of training, these military physicians will provide medical care to DoD beneficiaries and must meet the highest standards of professional competence and efficiency.  By combining the resources of its member institutions into a fully integrated GME entity, SAUSHEC provides a scholarly environment dedicated to excellence in both education and health care with the most efficient and cost-effective use of DoD physical, financial and human resources.  In addition, SAUSHEC works closely with UTHSCSA and the South Texas Veterans Health Care System to insure that all efforts are made to maximize GME quality and efficiency in San Antonio.


          2.  BAMC and WHMC, the SAUSHEC member institutions, are committed to providing the necessary educational, financial, and human resources to support SAUSHEC and its GME programs to insure that they can provide an ethical, professional, and educational environment of the highest quality.  The member institutions will insure that SAUSHEC has the essential resources for its GME programs to meet all curricular, scholarly activity and any other ACGME standards for GME institutions and programs.  The member institutions maintain JCAHO accreditation as further evidence of their commitment to quality patient care and GME. The Dean, Graduate Medical Education, SAUSHEC, has direct access to the member institutions’ Commanders and Administrators on matters relating to facility needs and resources for GME programs, and is empowered by those Commanders with the responsibility and authority to manage all GME programs in San Antonio.  SAUSHEC, its member institutions and programs, will comply with all ACGME Institutional and Program Requirements for accredited residencies as well as with all DoD Directives related to the conduct of GME. SAUSHEC will also comply with all pertinent Air Force and Army and GME regulations unless there is a conflict in which case SAUSHEC will develop uniform policies for GME. The education mission of SAUSHEC and its member institutions will not be compromised by excessive reliance upon residents to fulfill service requirements.  


      B.  SAUSHEC Organizational Structure and Programs (See Appendix 1 for Key leaders)

SAUSHEC ORGANIZATIONAL CHART
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           1.  SAUSHEC’s organization and management are detailed in the Memorandum Of Agreement (MOA) and Bylaws approved by the Commanders of BAMC and WHMC and the Surgeons General of the Army and the Air Force.  These documents direct that SAUSHEC will be governed by the Dean, SAUSHEC, and a Board of Directors (BOD) under the oversight of a Command Council (Commanders of WHMC and BAMC).  The Dean, SAUSHEC is designated by the Command Council to be the DIO and have the authority, responsibility and resources for oversight and administration of the GME programs sponsored by SAUSHEC.  


                 a.  The SAUSHEC Board of Directors, chaired by the Dean, will approve policies developed by the SAUSHEC Graduate Medical Education Committee (GMEC), to ensure that approved policies and procedures are implemented at member hospitals.  The Dean will ensure there is regular communication between the GMEC and the appropriate governing committees and medical staff of BAMC and WHMC.


                 b. Each member hospital will have an SAUSHEC Associate Dean for Graduate Medical Education (ADGME) to assist the Dean in dealing with GME issues at that institution.  The ADGME will be a voting member of the BOD and work with the Dean on the executive committee.  Furthermore, the ADGME will be responsible for implementing the BOD policies at his/her member institution.


          c.  Under the chairmanship of the Dean and as required by the ACGME, the GMEC provides administrative oversight to all Graduate Medical Education residency programs sponsored by SAUSHEC.  Voting members of the GMEC include:


- The Dean, SAUSHEC 


- The Associate Deans for GME  -  BAMC and WHMC


- The Associate Dean for GME, UTHSCSA


- The Programs Directors of all SAUSHEC GME Programs.


- Selected BAMC and WHMC faculty & others approved by the Dean


- Housestaff representatives selected by BAMC and WHMC Housestaff Councils


Subsequent to approval by the BOD, the GMEC establishes and implements policies and procedures that affect all SAUSHEC GME programs in their content, design, quality of education, supervision and assessment of resident performance and resident work environment.  The GMEC standing subcommittees (see organizational chart) work on the various GME issues assigned for their study and review.


                 d.  Housestaff (HS) Councils:  Each SAUSHEC member institution has a HS Council which is  peer-appointed with a representative from key training programs at the member institution.  The HS Councils meet at least quarterly and maintain minutes which are reviewed and approved by the GMEC working through the GMEC Residents’ Issues Subcommittee. The purpose of the HS Councils is to support housestaff morale, to provide residents with an organized forum to discuss HS issues, as well as to provide a mechanism to raise issues and bring them to the GMEC.  The HS Councils working with the ADGME of each member institution ensure HS membership on appropriate member institution hospital committees.  The HS Councils of each member institution ensure that one fellow and one resident are peer-selected to be voting members of the GMEC. 


                 e.  Medical Education Offices.  Each member institution has an education office under a SAUSHEC ADGME which provides administrative support for GME in the member institution and is integrated into the Dean’s office for GME issues.


       C.  Organization, Resources and Responsibilities of SAUSHEC Programs.  


             1. SAUSHEC currently offers training in 39 GME programs—19 BAMC-WHMC integrated programs; 10 WHMC stand-alone; 6 BAMC stand-alone; and 4 WHMC/UTHSCSA integrated programs. A final one--Nuclear Medicine--is a WHMC/BAMC/UTHSCSA integrated program.  These programs are delineated in Appendix 2.


             2.  Program Resources.  Each teaching department is allocated personnel and funds to meet the needs of GME programs.  Each sponsored program has an assigned program director who is usually appointed for a minimum term of the length of the training program plus one year.


             3.  Program Directors (PD)


                  a.  Qualifications:  Program directors are selected from board certified/qualified candidates in the designated specialty per SAUSHEC Bylaws and must meet ACGME//RRC standards for a program director.  


                  b.  Authority and responsibility:  Program directors are given full authority to administer their program in accordance with all established criteria set forth in Army/Air Force directives, this policy book, SAUSHEC policies and the ACGME Essentials of Accredited Residencies.  Sufficient time for administration of these duties is made available by the Commanders and the chief of the medical staffs according to the needs of both the program and the medical centers.


c. Program directors are required to organize their program to meet all RRC, ACGME, JCAHO and DoD standards.  They must establish a training committee for their program; assign a training officer to each resident; develop an appropriate educational curriculum; initiate and conduct organized formal teaching sessions and clinical experiences tailored to insure the appropriate education of the residents. The PD and training committee develop specific policies on resident supervision, resident evaluation and feedback and maintain a resident training file per SAUSHEC and DoD guidelines.  The PD and training committee with HS involvement conduct an annual review of the faculty and the program and use results of this review as well as educational outcomes to improve the training program.

             4.  Faculty.  Faculty for programs are selected from board certified/qualified candidates in the designated specialty. The Commanders of BAMC and WHMC; the Command Surgeon, HQ AETC and HQ AFPC; and USA MEDCOM assure that teaching departments are adequately staffed with qualified physicians capable of assuming a teaching role in the sponsored GME programs.  Program directors have input into the selection of faculty through communication with the specialty consultants in the Army/Air Force Offices of the Surgeons General.


                   a.  The teaching role and capability of the physician staff are carefully assessed by the Program Director, Chairperson/Chief of Service, the Associate Dean and Dean, SAUSHEC, during required periodic evaluations  (OPR/OER) of each Army/Air Force officer.


                   b.  All members of the teaching staff of BAMC & WHMC will


 (1)  Actively support  and participate in the SAUSHEC teaching programs.


 (2) Have adequate special training and experience in their specialty area and will actively participate in appropriate national scientific societies.


 (3) Participate in their own continuing medical education as required by their specialty, licensure agencies, and Air Force and Army regulations.


 (4)  Engage in specific presentations as appropriate.


 (5)  Exhibit active interest in specialty-related medical research or medical literature.


 (6)  Actively participate in all educational activities of their program.


 (7)  Actively assist the PD  with administrative and leadership aspects of the program.


 (8)  Serve as training officer, mentor, or role model for residents


5. Internal Review of SAUSHEC Programs:  An internal review is conducted of all ACGME-accredited training programs at the midpoint between RRC site surveys..  The Dean, appoints a 4-member review team for each program:  The team will include a housestaff member from another program and will survey/interview housestaff and faculty of the program being reviewed.  The internal review will ascertain whether programs are in compliance with ACGME institutional and program requirements, and the report of the team will be  submitted to the Dean and be reviewed and approved by the Graduate Medical Education Committee.

III.  SAUSHEC Policies: 

An overarching principle of SAUSHEC is that to the greatest extent possible all residents will have the same educational and professional opportunities and will be subject to the same standards, evaluation process and due process systems irrespective of their branch of uniformed service. It is recognized, however, that there are certain administrative differences between the branches of service--uniforms, PT test requirements, certain training requirements--that cannot and should not be changed.  For SAUSHEC residents these differences will be kept to a minimum of what is absolutely required by the branches of services. Military residents in UTHSCSA programs will follow the GME policies of UTHSCSA for academic issues but will comply with all military policies and standards for professional behavior.


      A.  Resident Supervision  


           Residents will be supervised by the attending/teaching staff and senior residents on specific clinical rotation, and will not be assigned duties where such supervision is not available.  Senior residents will be given specific responsibilities for supervision of junior residents and medical students.  Residents will be given responsibilities for patient care tasks commensurate with their level of training and demonstrated performance.  The program director and teaching faculty will monitor the progress and performance of each resident to determine when he/she can progress to the next level of training. When residents are sent to off-site clinical rotations for specific educational experiences, the program director will arrange for appropriate evaluation by the person responsible for the resident at the site.  See SAUSHEC resident supervision policy on the SAUSHEC WEB site:  www.saushec.amedd.army.mil for details.  Each program has a program/service-specific supervision policy to supplement the SAUSHEC policy.  This is provided to residents at the beginning of their training.


     B.  Due Process Policy 


          All SAUSHEC residents are entitled to fair and equitable treatment when issues arise concerning their performance and ability to meeting program standards.  Each program will maintain a training record for each resident, and this is available for review by the resident.  See SAUSHEC Due Process Policy  on the SAUSHEC WEB site:  www.saushec.amedd.army.mil for details of Due Process policy.  Military residents in UTHSCSA programs will follow the due process policies of UTHSCSA for academic issues but will comply with all military policies and standards for professional behavior.


     C.  Resident Grievance Policy


          There are many resources available to SAUSHEC residents who have issues or concerns about their treatment.  The SAUSHEC Resident Grievance policy, available on the SAUSHEC WEB site:   www.saushec.amedd.army.mil   outlines resources and procedures for resident grievances.


     D.  Appointment, Duration of Appointment, Reappointment and Non renewal of Contracts


          1.  Apportionment of residents to specific programs is based upon the number of positions authorized for individual programs by HQ AFPC/DPAME, the GME Directorate of the Office of the Army Surgeon General, and by the appropriate ACGME Residency Review Committee.  Army and Air Force policy establish eligibility for enrollment in Army and Air Force GME programs.  Candidates must be accepted for Army or Air Force commission and be on active duty at the time of their selection for a GME program.  Determination of acceptability for an Army or Air Force commission and active duty is specified in appropriate Army and Air Force Personnel directives.


          2.  Appointment of residents to programs is made through the Joint Service Graduate Medical Education Selection Board (JSGMESB) convened each year under the authority of the Assistant Secretary of Defense for Health Affairs (ASD/HA) and the Surgeons General of the Army, Navy, and Air Force.  Each Surgeon General retains approval authority for the results of his service’s board to include the assignment of applicants from other services to his service’s teaching programs.


a.  The selection board is divided into panels for each residency/fellowship program.  Each panel includes the program directors of the designated residencies/fellowships from all 3 branches of service as well as other specially appointed senior military physicians. 


b.  Each candidate for a GME position submits an application and supporting documents to the GME Selection Board.  All applications for specific programs are reviewed; panel selections are reviewed and approved by the Board President and the appropriate Surgeon General.  All physicians selected have unrestricted eligibility as outlined in the ACGME Essentials of Accredited Residencies.


c.  Air Force resident contracts are written for the duration of internships, residencies, and fellowships.  Army PGY1s must apply to the selection board for reappointment at the PGY2 level and are reappointed based on satisfactory performance.  Army residents (PGY-2 - PGY-5) do not have to apply for reappointment and will be advanced to the next training level each year until they complete their training as long as they are meeting the program standards.  Advancement for all residents is contingent on satisfactory performance and criteria listed in their “Training Agreement for Graduate Medical Education in a Military Facility.”


          3.  Non-renewal of contracts does not apply to military residents.  If they were to be terminated from GME under the due process policy, they would remain on active duty in the Army or Air Force.  Removal from active duty status is a formal legal process outlined in DoD regulations.


     E.  Evaluation, Promotion and Graduation of Residents.


1. Program directors must ensure residents receive formative feedback for each rotation for PGY-1 residents (interns) and at least semiannually for all other residents.   The program director should ensure that these evaluations are reviewed with the resident by the program director (or his/her designee) and that the resident’s signature or initial is obtained to document that the resident has received a copy of the evaluation/feedback.  Program directors should maintain these in the resident training file.  At a minimum, feedback should include assessment of the resident’s fund of knowledge; use of literature; relationship with hospital staff; dependability and reliability; leadership/management; personal qualities--such as motivation and integrity and competence in each of the six ACGME competencies.  Other areas of evaluation will be determined by the program director of the individual residency.  Sources of information for evaluation in all cases will include input from faculty physicians.  Use of other sources; e.g., more senior residents, nurses, administrators, clerical staff, patients, etc., will be determined by the program director and made known to residents in the programs. 

          2.  Program directors must meet personally with the residents to discuss academic progress at least twice a year. Written documentation of this meeting must be signed by the resident and maintained in the resident’s training record.  This meeting can be combined with the above-discussed evaluations.


          3.  Summative training reports are prepared for each resident at least annually (as required by Army or Air Force GME policies) by the appropriate program director.  If the resident disagrees with any portion of a semiannual or annual evaluation, he/she may submit a written rebuttal describing the reasons for disagreement.  This response will be sent to the Dean and maintained in the resident's GME office training record that shall be available for his/her review at any time. 


          4.  Procedures for advancement and graduation of residents are established by each program director in consonance with the applicable section of the ACGME Program Requirements for Accredited Residencies. Residents should be considered for advancement to each level of training contingent upon:


               a.  Satisfactory performance in meeting all program training requirements and standards as determined by the program director and the training committee.


               b.  Having met all military, SAUSHEC and medical center administrative requirements; e.g., a current passed APFT, having met height/weight standards, and having obtained a current, valid, unrestricted medical license by 30 June of PGY-2. 


          5.  Upon a resident’s completion of a GME program, a final training and/or academic report will be rendered for each resident by the program director using appropriate SAUSHEC, Army or AF forms.  These will be forwarded to the appropriate Medical Education Office to be filed in the residents GME office training folder.  The reports will contain a statement that the resident has successfully completed the program; has met all program standards and requirements; has graduated in good standing; and has acquired the knowledge, skills and attitudes in the ACGME 6 general competency domains to the level that he/she is qualified to sit for boards (if applicable) and is qualified for credentialing as an independent practitioner in the specialty area of the program.  Program directors and graduating residents are required to complete an “Evaluation of Privileges” and a “Performance Assessment” specifying in what areas the resident should be credentialed in his/her first post residency assignment.


     F.  Policy on Closure/Reduction in Size of Residencies.


          If a GME training program is directed to close or reduce the size of its residency, residents will be notified immediately.  Placement of military residents in another military or civilian program will be given the highest priority in accordance with the residents’ best interests.  It is preferred that military residents complete their training in their current institution if this can be accommodated within the timeframe of the closure.  If this is not feasible or is not in the best interest of the military resident, placement in other military or civilian institutions will be pursued.  All military residents will be placed so they may complete their GME training with as little disruption as possible.  If placed in a civilian institution, military residents will be provided full funding through the completion of their training.


      G.  Work Environment Policies


            1.  Duty hours and fatigue management.  


The program director must establish an environment that is optimal for resident education, resident safety and patient care. The program director must ensure that undue stress and fatigue among residents are avoided while providing for continuity of and quality/safety of patient care. Compliance with resident duty hours numbers are an important part of meeting these goals but are not the complete answer.  It is the responsibility of the program director and supervising staff to ensure that patient and resident safety is assured at all times above and beyond focusing on number of hours worked.  The program director must insure that residents and staff are educated to recognize the signs of fatigue and minimize the effects of fatigue.  The program director and faculty must monitor residents for the effects of fatigue, and respond in instances where fatigue may be detrimental to resident patient care, resident education and or resident well-being. Program Directors must work to minimize resident duties that are non-educational or non physician patient care duties.  


Resident duty hours are defined by the ACGME as all clinical and academic activities related to the residency program, i.e., patient care (both inpatient and outpatient), administrative duties related to patient care, the provision for transfer of patient care, time spent in-house during call activities, and scheduled academic activities such as conferences. Duty hours do not include reading and preparation time spent away from the duty site. All SAUSHEC programs will be in compliance with existing ACGME duty hour policies (listed below). Certain RRCs may have specific or more restrictive duty hour policies in which case the program will follow the duty hour policies of its RRC as well as the SAUSHEC policies. Duty hours for Transitional interns will be the same as for the categorical interns of the program in which they are training; i.e., when working in Emergency Medicine they will have the same work hours as Emergency Medicine interns. Residents in UTHSCSA programs will follow the duty hour policies of the UTHSCSA GMEC.  Due to the intermittent and unpredictable nature of important patient care, GME opportunities and the need to always insure continuity of care, duty hours can occasionally be exceeded when it is in the best interest of the resident’s training and or continuity of care but they can not be consistently violated or violated just to have residents provide service.  Each program director must develop a system to monitor compliance with duty hour policies within their program by ensuring that its resident schedules are consistent with duty hour policies, educating staff on the policies, doing resident surveys as needed and encouraging residents to notify the PD if there are problems. The SAUSHEC GMEC will monitor program compliance with duty hour requirements during internal reviews of the program, annual metric reports of the program, annual House Staff surveys and asking residents to report any problems to the House Staff Councils, the Ombudsman, the associate Deans or Dean for GME.  


                  a.  Residents must not be scheduled for more than 80 duty hours per week, averaged over a 4-week period.  Programs can request an increase of up to 10% in work hours for selected rotations for educational reasons, but this request must be approved by the GMEC (using the policy in appendix 5) and the program’s RRC.


                  b.  Residents will on average (over a 4-week rotation) have one day (24 hours) out of seven free of patient care responsibilities. 


                  c.  In-house call (defined as those duty hours beyond the normal work day when residents are required to be immediately available in the assigned institution) will be no more than every third night averaged over each 28-day rotation.


                  d.  Continuous on-site duty, including in-house call, must not exceed 24 consecutive hours. Residents may remain on duty for up to six additional hours to participate in didactic activities, transfer care of patients, conduct outpatient clinics, and maintain continuity of medical and surgical care as defined in Specialty and Subspecialty Program Requirements. No new patients, as defined in Specialty and Subspecialty Program Requirements, may be accepted after 24 hours of continuous duty.

                  e.  Adequate time for rest and personal activities must be provided. This should consist of a 10 hour time period provided between all daily duty periods and after in-house call.

                  f.  The frequency of at-home call is not subject to the every third night limitation. However, at-home call must not be so frequent as to preclude rest and reasonable personal time for each resident. Residents taking at-home call must be provided with 1 day in 7 completely free from all educational and clinical responsibilities, averaged over a 4-week period.  When residents are called into the hospital from home, the hours residents spend in-house are counted toward the 80-hour limit.  The program director and the faculty must monitor the demands of at-home call in their programs and make scheduling adjustments as necessary to mitigate excessive service demands and/or fatigue.

2. Schedules: Program Directors should endeavor to:

                  a.  Create an academic year schedule, when possible, such that residents will not have intense and demanding rotations scheduled back-to-back during the academic year.


                   b. Take measures to moderate the intensity of resident workload whenever the service  demands begin to reduce the educational value of the experience.


                   c.  Equitably distribute holiday call among residents of the same postgraduate level, subject to patient care requirements.


                   d.  Ensure that call schedules are accurately kept and made available to residents.  Residents  should be permitted to exchange schedules with each other as long as proper coverage is provided and advance notice is given to the appropriate chief of service and/or program director.  The resident making  the exchange of schedule remains responsible for coverage of that specific call.


            3.  Discrimination, Sexual Harassment and relations between supervisors and subordinates:  


Army and Air Force policy do not tolerate discrimination and harassment.  AF Pamphlet 36-2705 and AR 600-20 describe both informal and formal methods an individual may use for seeking resolution of a discrimination or harassment complaint.  Personnel are encouraged to use their chain of command before seeking outside resolution.  If the problem is within the chain or an individual does not want to use that avenue, there are several military agencies available to provide assistance:  Social Actions, the Chief Equal Employment Opportunity Counselor, the Inspector General, the Housing Referral Office, the Chaplain, and the Staff Judge Advocate.  In an attempt to try to prevent problems before they occur, the Army and Air Force mandates that all personnel attend Equal Opportunity Awareness training at least once during their career.


Relations between staff supervisors and subordinates are regulated by Army & AF regulations that prohibit fraternization that has a negative effect on good order and discipline of a military unit.  Trainees and their staff supervisors need to be aware of and follow these regulations and be aware that certain types of relations in this area can invoke UCMJ sanctions.  Relations between supervising and subordinate residents may impact the residency program if there are perceptions of favoritism.  Residents need to be aware of this potential problem and work with their Program Director to minimize them.


            4.  Facility support.  In addition to the facilities available in the various teaching areas and clinical departments, the following hospital facilities and services are available in support of GME programs at BAMC and WHMC. 


                a.  Medical Library.  Both BAMC and WHMC have medical libraries with collections which encompass approximately 70,000 shelf-listed items, including standard texts and references in the various medical specialties, and more than 600 medical specialty periodical subscriptions.  In addition to the main libraries, departmental specialty reference libraries are maintained as needed.  Residents are provided full access to the main libraries 24 hours per day, including interlibrary loan service and electronic bibliographic search capability. Photocopiers are also available for residents' use free of charge.


                b.  Medical Photography.  The services of medical photographers are available to the staff and residents at both BAMC and WHMC for medical documentation and medical teaching materials.


                c. Medical Illustration. The services of medical illustrators are available to the staff and residents at BAMC and WHMC for medical documentation and medical teaching materials.


                d.  Visual Information.  Visual Information technicians are available at BAMC & WHMC to issue audiovisual equipment, train staff and residents in the operation of such equipment, and to schedule classrooms and the auditorium for presentations.


                e.  Research facilities are available at both BAMC & WHMC each with a director and staff of personnel who are available to assist residents in research projects.


                f.  Classroom/conference/study areas including the Medical Library are available.


                g.  Sleep quarters and hospital dining facilities.  In-house on-call residents will have appropriate call rooms.  Food is also available 24 hours a day from cafeterias and or vending machines.


                h.  Patient care support services appropriate for and consistent with educational objectives and/ patient care are available in both hospitals.


                i.  Laboratory, medical records and radiology information retrieval systems are available in both hospitals.


                j.  Parking is available at no cost at BAMC and WHMC.


                k. Hospital utility clothing (clinical coats, scrub suits) is provided by the medical centers at no cost to the resident for issue or laundering.  Required items of military uniform clothing is the responsibility of the resident. Hospital utility clothing will be worn only within the work area and will not be worn outside the medical center or work area building.  


                l.  Security Police provide twenty-four coverage for the interior and exterior of BAMC and WHMC.  Residents should call 911 in case of emergency.  Security/safety issues may be raised through the Housestaff Councils.


            5.  Policy on professional activities outside the program:


                a.  Outside employment.  As stated in Army and AF regulations, professional activities by SAUSHEC residents outside their training program, to include  “moonlighting” , is prohibited.

6. Restrictive covenants:  When applying for a training program, an individual may not be asked by the program director to sign an agreement stating the resident will not seek or apply for training at another program.

IV.  Responsibilities of and standards for SAUSHEC residents


Residents should remember that they are active duty members of the US Army or US Air Force and that patients encountered are members or beneficiaries of the DoD.  It is very important to comply with military standards of conduct, dress and appearance and to render appropriate military courtesies whether inside or outside of the medical centers.


       A.  Each SAUSHEC resident is expected to:


            1. Develop a personal program of self-study and professional growth with guidance from the attending/teaching staff.  Residents will be included in all medical staff programs of medical education and will attend all department/service meetings, teaching rounds and conferences while on a particular service.  Residents will be assigned progressive responsibility for patient care by teaching/attending staff  in consonance with established procedures for each service.  The teaching/attending staff will assure that each resident has an opportunity to develop teaching skills by teaching more junior residents, medical  students, and other medical center personnel.


            2.  Fulfill the educational requirements of the GME program in which he/she is enrolled and to achieve documented competence in the 6 ACGME general competencies.  Educational requirements include the military unique curriculum (MUC) training requirements of military GME programs, completion of a graduation paper and the teaching and supervision of medical students, junior residents, hospital staff, and residents from other programs.


            3. Provide safe, effective, cost effective and compassionate patient care under supervision commensurate with his/her level of advancement and responsibilities.


            4. Maintain accurate and complete patient medical records in a timely manner as required by medical center directives.


            5. Comply with the published principles of medical ethics of the American Medical Association, the Uniform Code of Military Justice, and the directives of the US Army and US Air Force and SAUSHEC member institutions and their bylaws.  When assigned to rotations at affiliated institutions, each resident shall comply with the published directives of the institution, provided they do not conflict with the directives of the US Army or US Air Force.


            6.  Participate in their programs, activities, and committees--especially those that relate to patient care review and quality assurance.  Residents will attend scheduled departmental/service meetings and teaching activities while assigned to a specific clinical rotation.  They will also attend mandatory military-unique activities and are encouraged to pursue appropriate rank-specific professional military education.


        B. Each SAUSHEC resident is required to complete all educational, military and other professional administrative duties in a timely fashion.


              1.  Interns are required to take and pass USMLE (or equivalent) Part III during their intern year and to obtain and maintain an unrestricted state medical license no later than 2 years after graduation from medical school.


              2.  All SAUSHEC residents are required to maintain current certification in BLS.  Advanced Cardiac Life Support (ACLS) or other advanced certification does not supersede BLS.


              3.  All residents must meet their uniformed service’s specific military requirements for commissioned officers—height/weigh, PT standards etc).


              4.  Residents are required to provide current copies of documents that are renewable (to include their medical license and certifications such as BLS) to the appropriate GME office in a timely fashion.  (Individual programs may have administrative requirements in their program-specific manual that exceed these expectations and residents must comply with their programs’ policies.)


              5. Residents will complete a confidential, program-specific evaluation form which is used to evaluate their program and faculty and is submitted to their program director for review and appropriate action.  These evaluation forms are completed on an annual or semiannual basis, depending on the program.  A selected number of residents are also given the opportunity to evaluate the quality of teaching staff as part of the periodic internal  review conducted on each training program.


              6.  Each resident will complete a SAUSHEC graduation paper that meets the standards in 


Appendix 3.  This paper must be completed and scored by the resident’s Program Director (using the score sheet in Appendix 3) by the first week of May of the resident’s senior year.  At the March GMEC, Residents who are not on track to complete this requirement by early May will be recommended for Dean’s level remediation by their program director.  Failure to have a graduation paper scored at 60 or higher by the 1st week of May will mean automatic probation (GMEC approval not required) for the resident. If the paper is not completed and scored at the time of the SAUSHEC graduation ceremony (usually the first week in June), the resident will not participate in the SAUSHEC graduation ceremony and his/her case will be reviewed at the June GMEC.  If the paper is not completed and scored by 30 June, the resident will be allowed to move (PCS) to his/her post residency duty assignment, to be credentialed and to practice his/her specialty (as long as he/she is otherwise clinically competent) but will not be considered to have completed his/her residency until he/she submits a graduation paper that meets SAUSHEC requirements.  Until the resident completes the residency, he/she will not be eligible to sit for his/her boards; and will not receive bonuses that depend on board eligibility.  


              7.  Each resident will complete all MUC requirements.  Residents who are not on track in March to complete this requirement by May of their senior year will be recommended for Dean level remediation by their program director at the March GMEC.  Failure to complete the requirement by May of the senior year will mean automatic probation (no appeal) for the resident; if not completed by early June, the resident will not participate in the SAUSHEC graduation ceremony; if not completed by 30 June, the resident will not have completed all program requirements and will not be eligible to sit for his/her boards; and will not receive bonuses that depend on board eligibility.   The resident will be allowed to move to new duty assignment and to be credentialed and to practice his/her specialty, if he/she is clinically competent. Completion of the residency can be accomplished by satisfying MUC requirements.


              8.  Residents are required by the Texas State Board of Medical Examiners to obtain a Texas Institutional Permit TIP (if they do not have an unrestricted, valid Texas state medical license) to do training in civilian health care facilities.  Application for TIP which should be made a minimum of 60 days in advance of the scheduled rotation has a fee of < $100 which may or may not be reimbursable depending on budgets and command policies. 


              9.  Residents are required to learn about Quality Improvement (QI), which encompasses Total Quality Management, Continuous Quality Improvement, Process Improvement and Quality Assurance. Residents are introduced to QI programs during briefings given at their initial orientation and on a yearly basis through the Birth Month Annual Review or JCAHO training.  All residents participate in QI functions of the institution to include medical records review (inpatient and outpatient) and timely dictation for transcription and filing of incident reports.  Program directors must ensure residents are participating in QI at the program level during such regular activities as departmental QI meetings, morbidity and mortality conferences, in-services, grand rounds, and through individual or group instruction by attending staff, QI personnel and Risk Management personnel. Residents are encouraged to participate in quality related functions such as process action teams and clinical pathway development. Their clinical practice--like that of staff providers--is assessed in the course of formal QI reviews.


              10.  Residents will utilize autopsies for their education.  As part of BAMC and WHMC education programs, all deaths are reviewed and autopsies are requested and performed in accordance with  the medical centers’ policies.  Residents must be involved with autopsies on patients they cared for to insure an adequate educational experience and to enhance the quality of future patient care.


V.  Benefits and opportunities for SAUSHEC residents  


      A.  Benefits for residents shall be the same as those afforded by Public Law and DoD directives for all active duty military personnel.


           1.  Compensation:  All residents are on active duty and paid according to their grade and time in service.    Each resident shall be provided a detailed record of pay and compensation by the service-specific accounting center at the end of each established pay period. Residents shall be provided assistance by the program director, associate Deans and/or the Dean, Graduate Medical Education, to ensure they get proper assistance from the proper military authority on pay matters.


           2.  Liability insurance:  Residents acting within the scope of their military duties are covered under the provisions of the Federal Tort Claims Act (Title 28, U.S.C., Section 2679) which provides protection  for military physicians from individual tort liability. If required for outside rotations, malpractice insurance will be provided at no expense to the resident.


           3.  Disability insurance:  Benefits for residents shall be the same as those afforded by Public Law and DoD directives for all active duty military personnel.


            4.  Medical and dental care:  Benefits for residents shall be the same as those afforded by Public Law and DoD directives for all active duty military personnel.


            5.  Legal assistance:  Benefits for residents shall be the same as those afforded by Public Law and DoD directives for all active duty military personnel.


            6. Counseling services: Frequent, periodic feedback will be provided for residents by the attending/teaching staff and program directors to assist residents with adjustments to the demands and stresses of the residency.  Where desirable, counseling and psychological support through mental health professionals will be offered and made available to residents.  All residents are eligible for and encouraged to use mental health counseling services whenever necessary. Chaplains offer marriage counseling, crisis intervention, stress management, grief and loss counseling and conflict resolution. Voluntary drug and alcohol treatment facilities are available at no charge to active duty personnel and to family members at minimal charge.


             7.  Provider health program for physician impairment.


                 a.  Education regarding physician impairment is provided during the orientation process when interns report for training.  PGY-2 and above residents receive this instruction during “New Employee Orientation”.  All trainees receive this training on a yearly basis during “Birth Month Annual Review”, annual JCAHO training or its equivalent (Synquest etc) type of training at BAMC or WHMC.


                 b.  It is the duty of military officers to report suspected drug or alcohol abuse or any unusual behavior that may indicate a resident is struggling and needs assistance.  Physician impairment should be reported by the involved resident or by any individual cognizant of the impairment to the resident's  program director who will take appropriate action.  Program directors are responsible for monitoring resident stress, including mental or emotional conditions inhibiting performance or learning, and drug or alcohol-related dysfunction and for taking appropriate action.


                  c.  US Army and US Air Force have extensive services available for evaluation and treatment  of physical and mental impairment--including substance abuse--in staff and resident care providers.  Both medical centers have provider health programs with multidisciplinary committees responsible for the evaluation and management of providers (including residents) with medical, psychological, or substance abuse impairments in a confidential manner.   The committee’s goal is to facilitate full recovery of and be an active advocate for impaired providers.


                  d.  Severe physical or mental impairment is inconsistent with continued active duty service and may well result in termination of participation in the training program and separation or retirement in accordance with Army/ Air Force directives.


      
8. Policies on ordinary leave, emergency leave, passes, permissive TDY, elective surgery, parental leave and leave of absences


Background:  All military personnel earn 30 days of leave per year but may not be able to utilize them while in training because of ACGME and Board requirements for residents. Educationally a GME training year (there may be minor differences for specific specialties) consists of 48 weeks of training each academic year.  This is the training time required to meet RRC & most Specialty Board requirements.  For purposes of definition, “GME training” at SAUSHEC shall include all scheduled rotations and educational courses/experiences such as the Combat Casualty Care Course and other required military medical training (no matter whether that training is local or requires TDY).  Missing more than 4 weeks from GME training in a year (for vacation, convalescent leave and/or illness) which cannot be made up within the allocated training time of the residency, may require either an extension of training or withdrawal from training. Residents should be aware that DoD policy requires that individuals who require an extension of training may incur an additional military obligation.  Residents should not be gone from any one-month rotation for longer than 10 calendar days for any reason (leave, pass, TDY).  For rotations longer than a month, absences longer than 10 calendar days may be approved by the program director. All leaves, passes, and TDYs must be coordinated through the affected service supervisor, the individual responsible for creating the call schedule for the time period in question, and must be approved by the resident’s program director and military chain of command.   Request for vacation leave must be submitted six weeks in advance (minimum) to allow for scheduling.


Explanation of terms: “Military leave”, “vacation,” “time away from training” overlap and can be confusing because they are driven by two different systems--military requirements and ACGME/RRC/Boards requirements.  The military (but not the ACGME) requires soldiers/airmen to be in “leave/pass” status when away from duty station (250 miles for army and 1 day travel time in CONUS for AF) even if this is on non-duty days (e.g. travel on weekends); or when not working during normal duty times even if the resident is at home.  Military leave may or may not be time away from training.  If the resident is on vacation for a week (in Hawaii or at home) this is time away from training and military leave.  If a resident, on a 4-day holiday weekend which he/she has no scheduled duties, travels to go to New Orleans, he/she may have to take military leave (or a pass- see below) but this is not time away from GME training.


a.  Vacation Leave: Vacation leave is to be scheduled by mutual agreement between the resident, Chief of Service/Attending Physician and Program Director and counts as time away from training.  The number of days of vacation leave taken at  any one time shall be mutually agreed upon by the  resident,  the  Chief  of  Service/Attending  Physician  and the Program Director.  Army & AF GME regulations stipulate  that  vacation leave  is two weeks/year for PGY-1 residents (interns) and three-four weeks (programs decide on 3 or 4 weeks) for all other residents. For military residents, it shall be noted that an individual may not leave the region until the first day of leave and must return on the last day of leave.  If an individual will leave on Saturday and return the following Sunday leave must cover the entire nine day period.  Leave may be taken in conjunction with TDY; however, leave may not be taken in conjunction with passes.  It is usually optimal, but not required, to take vacation leave on either the first or last week of a rotation. Once  scheduled  and  approved, vacation leave  must  be taken as programmed unless emergency situations intervene on  the part of the resident or the program.  Residents in UTHSCSA programs will follow the vacation policies of the UTHSCSA GMEC but also must comply with military leave regulations.  Request for vacation leave must be submitted six weeks in advance (minimum) to allow for scheduling.


b.  Emergency leave: Emergency leave may be granted on any service with less than 6 weeks notice.  It will count against the military leave time and will count as time away from training.  In the event of an emergency, the individual must contact their program director and their direct supervisor for that rotation to arrange for emergency leave.


 c.  Illness related absences: Periods of  hospitalization,  “Quarters status” for illness or injury or convalescent (sick) leave for an illness or qualifying condition (such as post partum status) are authorized for all active duty officers including residents per military regulations.  There is no limit on the amount of illness or convalescent absences per year by the military however, this time will count against the time away from training for GME possibly resulting in extension of training if this limit is violated.  Residents will comply with Medical Center policy concerning excusal from duty due to illness or injury.    Basically, these policies require that active duty military personnel not fit for duty for more than 24 hours as a result of illness or injury be evaluated by a staff physician of the Medical Center who will determine whether the resident needs to be hospitalized or placed on quarters and the length of time of the quarters. This should be documented in the resident’s medical record. Residents will notify the  Program  Director  and Chief of  Service/Attending Physician whenever they  are  officially  excused from duty by reason of illness or injury.


d. Permissive TDY (Professional Leave): Permissive TDY allows travel for various professional reasons and is not counted against military leave. Examples of reasons for permissive TDY would include:  licensure examination, paper/poster presentations and interviews for advanced training at other institutions. Permissive TDY in general should not exceed 5 days.  Residents who have confirmed Permanent Change of Station (PCS) orders may be granted Permissive TDY for the purpose of house-hunting. If taken in advance of a move, a maximum of four days, from Friday through Monday, will be granted; or an individual may take up to 10 days permissive TDY to house-hunt after completion of the  training program. Permissive TDY will  be  granted  only after coordination and approval by the Chief/Attending  Physician  of the service concerned and the Program Director. The resident will not receive paid expenses for this form of travel.  Army and AF regulations prohibit the use of permissive TDY for the performance of a soldier’s assigned duties therefore; permissive TDY therefore in general may not be used to send residents out on a training rotation. Certain forms of permissive TDY are considered part of GME training (attending CME meetings) other forms are not GME training and count time away from GME training (i.e. house hunting).


e. Passes: Physicians in training who are in good standing are may be authorized passes (of 3 or 4 days) in which the resident is excused from some normal duty days as a reward for exceptional performance if allowed by service specific regulations and their program.  These passes must include a Saturday and Sunday.  Passes must be applied for through the program director and be approved by the rotation supervisor and the chain of command.  Passes may not be taken in conjunction with leave or TDY.


f. Off time away from duty station: Even if a resident has no assigned duties (i.e over a weekend), they still fall under military travel regulations.  Army residents need a “mileage passes” if they want to travel more than 250 miles from their duty station during weekends when they have no scheduled clinical duties.   AF residents can travel anywhere in CONUS during weekends when they have no scheduled clinical duties as long as they can get back in a day. If residents are going on an overnight trip away from their home, their program needs to know how to contact them.  Programs are encouraged not to restrict residents travels on off weekends, but residents must ensure that when the report for duty after an off weekend they are properly rested and that the frequency of weekend travels does not impede their ability to complete program requirements.


g. Prolonged absences from training of an elective nature:  Prolonged absences from training of residents, which cannot be made up within the residency training  time, may require either an extension of or withdrawal from  training. Residents should be aware that DoD policy requires that individuals who have an extension of training may incur an additional military obligation.  Individuals  who  withdraw from training may apply to return to training at a later date, but such return is not assured.  Residents with planned absences that may result in program extensions e.g. elective surgery, planned pregnancy, etc should discuss this with their program director early in the academic year.  Program directors may be able to arrange alternative rotations, but these must be at the approval of the RRC and board in each specialty.  In addition, each program director must be confident that their residents meet training requirements for the RRC and the specialty board.  As the RRCs and boards differ in their particular training requirements, a uniform institutional policy cannot be established for medically related extensions of training. 


h. Parental leave: 


Maternity leave of 42 days will be granted residents as authorized in DoD regulations. If no GME activity occurs during this time, it will count as time away from training.  An extension of training will be required if total time away from training for that academic year exceeds the RRC/Board/DoD limit and can not be made up in other training years.


Paternity leave of one week, will be granted with the time of the leave worked out with the Program Director but parental leave can be taken on what would normally be a leave free rotations and with less than the usual 6 week notification time for applying for leave. This time will count as time away from GME training and charged against military leave time.


i. Leave of absences are highly unusual but may be granted on a case by case basis as determined by Army and AF regulations, the program director and with the approval of the Graduate Medical Education Committee and the appropriate hospital Commander.  Absence from training for these purposes are counted against time-in-training requirements and may result in program extension.  Military residents will receive full pay and allowances for these periods of absence as long as they are on active duty.

       B.  Leadership positions and opportunities.


             1.  Residents are encouraged to participate in policy development and review at periodic resident/staff conferences in their program and through the activities of their Housestaff Councils.


             2.  ACGME directs that residents have the opportunity to participate on institutional committees whose actions affect their education and/or patient care.  The intent of this ACGME mandate is that residents have a voice in committee decisions.  This is not a resident introduction to the committee process. The GMEC identifies committees which meet the ACGME requirements and could benefit from resident input.  The Housestaff Councils are tasked to identify those residents best suited to assume these positions. 


       C.  Military Medals and Awards


             1.  Program directors can recommend residents for military awards and medals; the BAMC or WHMC awards board must then approve these awards.


              2.  Within SAUSHEC resident awards will not be given as “completion of training” awards for the satisfactory completion of a residency.  Resident awards--like all military awards--are to recognize an individual for unusual and exceptional performance during his/her assignment. That exceptional performance should represent significant achievement and/or have significant impact on their program or military medicine above what is expected of the average resident in that program.


VI.  Resources available to SAUSHEC residents


GME training is one of the most demanding time periods in a physician’s career.  SAUSHEC residents have a large number of resources to help them achieve their goal of successfully completing their training while continuing to achieve their personal and family goals.  SAUSHEC residents are never alone in trying to make it through their program.  The entire structure of SAUSHEC from the Dean to the program director and faculty has only one goal for the resident and that is their successful completion of the residency.  Residents should feel free to talk to and work with their peers, faculty and program director when they have issues or concerns.


       A.  Extensive resources are available to residents outside of their program such as chaplains, lawyers, mental health professionals etc.  These are outlined in detail in the Resident Grievance Policy (see WEB site www.saushec.amedd.army.mil)

       B.  An important resource for residents is the SAUSHEC Ombudsmen system.  Ombudsmen (male and female) are available at both WHMC and BAMC to advise and to help residents address unresolved questions/complaints/grievances in a confidential manner- see WEB site www.saushec.amedd.army.mil for more information.

       C.  The Dean and Associate Deans of SAUSHEC and all the Program and Associate Program Directors have an open door policy for residents and are willing to meet with them at any time.


VII Resident Training Agreements


All residents are required to sign an institutional training agreement.  This agreement outlines specific resident responsibilities, liability, benefits, advancement and graduation requirements. (Approved at Apr 03 GMEC).  A sample copy of this agreement is at Appendix 4.

VIII. References and WEB sites


References:


AR 351‑3

AMEDD Professional Education and Training Programs


AFCAT 36-2223
USAF Formal Schools


AFI 36-2402   

Officer Evaluation System


AFI 41-117      

Medical Service Officer Education


AFI 44-102

Patient Care and Management of Clinical Services


AFPAM 36-2705
Discrimination and Sexual Harassment


MCI 40-10       

Management of Suspected Impaired Health Care Providers


ACGME

Essentials of Accredited Residencies in Graduate Medical Education:






Institutional and Program Requirements


JCAH0           

Accreditation Manual for Health Care Organizations


WEB sites


Accreditation Council for  


WWW.ACGME.ORG



   Graduate Medical Education (ACGME)


American Osteopathic Association    

WWW.AM-OSTEO-ASSN.ORG

Air Force GME



http://afas.afpc.randolph.af.mil/medical/

Air Force Personnel


http://afas.afpc.randolph.af.mil/medical/

Army Directorate of 


WWW.ARMYMEDICINE.ARMY.MIL/MEDCOM/MEDED 


   Graduate Medical Education


Army GME Web site


http://www.mods.army.mil/medicaleducation/

Army Medical Corps Branch 

WWW.PERSCOM.ARMY.MIL/OPHSDMC/MEDCORPS.HTM

Federation of State Medical Boards  

WWW.FSMB.ORG  

Military Unique Curriculum (USUHS) 

http://cim.usuhs.mil/dodgme/index.html

National Board of Osteopathic Medical Examiners   

WWW.NBOME.ORG  


    (COMLEX Examination)


San Antonio Uniformed Services Health Education Consortium
WWW.SAUSHEC.AMEDD.ARMY.MIL

   (SAUSHEC)


Uniformed Services University of the Health Sciences (USUHS)
WWW.USUHS.MIL 


United States Medical Licensing Exam (USMLE) 


WWW.USMLE.ORG  


University of Texas HSC San Antonio



www.uthscsa.edu/gme/ 
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SAUSHEC KEY PERSONNEL

		Position

		WHMC

		BAMC



		Commander

		BG Charles Green

		BG C. William Fox



		Vice/Deputy Commander

		Col Deborah Kretzchmar

		COL Dave Ellis



		Chief Administrator

		Col Ted Rogers

		LTC Fredrick Swiderski



		Chief of Medical Staff

		Col  Winston Blake

		COL Dave Ellis



		Dean SAUSHEC

		COL John Roscelli 



		Program Manger SAUSHEC

		Mr. Richard Boggs



		Dean’s Admin Assistant

		Ms Ylda Benavides



		Associate Dean for GME UTHSCSA

		Dr Lois Bready



		Military Associate Deans for GME 

		Col(S) Theodore Parsons

		COL Daniel Battafarano



		GME Administrators

		Ms Sharyn Hights

		Ms Pat Bolt



		HS Council President

		Capt Nora Gerson

		CPT(P) Lynn Horvath



		Ombuds

		Maj Terri Riutcel (Chief Ombudsman), Col Janet Rowe


Maj Baquero, CPT Max Lee





Appendix 2


SAUSHEC GME PROGRAMS

		BAMC/WHMC Programs

		Program Director

		WHMC Programs

		Program director



		Adolescent Medicine

		COL Elizabeth Stafford

		Allergy 

		Dr Ted Freeman



		Anesthesiology 

		TBA

		Anes Critical Care

		Maj Steve Venticinque



		Cardiology

		COL Karl Stajduhar

		Endocrinolgy

		LTC Sharon Harris



		Cytopathology

		COL Karen Nauschuetz

		Internal Medicine

		COL Richard Downs



		Dermatology 

		Col Jeffrey Meffert

		Neurology

		LtCol Matthew Wicklund



		Diagnostic Radiology

		LtCol Thomas Dykes

		Orthopedic Surgery

		LtCol Raymond Stefko



		Emergency Medicine

		LTC Robert DeLorenzo

		Rheumatology

		Col Raymond Arroyo



		Gastroenterology

		COL Richard Shaffer

		Vasc/Interv Radiology

		Maj Brian Good



		Hematology/Oncology

		LtCol Michael Osswald

		Transitional

		LtCol Dave Ririe



		Infectious Disease

		TBA

		Oral Maxillofacial Surgery

		Col Chris Medley



		Neonatology

		LtCol Robert DiGeronimo

		BAMC Programs

		Program director



		OB/GYN

		LTC Randal Robinson

		Cardiothoracic Surgery 

		LTC Dave Malave



		Ophthalmology

		LtCol Dave Holck

		Internal Medicine

		LTC Maureen Koops



		Otolaryngology

		LtCol Joseph Wiseman

		Orthopedic Surgery

		TBA



		Pathology

		Maj Mark Burton

		Surgery

		COL Russell Martin



		Pediatrics

		LTC Julia Lynch

		Surgical Critical Care

		LTC John Armstrong



		Urology

		LTC Steven Lynch

		Transitional

		LTC Kenneth Kemp



		Pulmonary Critical Care

		LtCol Kenneth Olivier

		Oral Maxillofacial Surgery

		COL Brian Roach



		

		

		UTHSCSA  Integrated

		Military Program Director



		

		

		Nuclear Medicine (B/W/UT)

		Col John Morrison



		

		

		Nephrology (W/UT)

		Major Paul Skluzacek



		

		

		Psychiatry (W/UT)

		LtCol Randon Welton



		

		

		Surgery (W/UT)

		LtCol William Perry



		

		

		

		





Appendix 3


SAUSHEC GRADUATION PAPER REQUIREMENTS

I.  The Graduation Paper may be in any of the following categories:  

A.  Original Research - bench lab, animal, clinical epidemiologic


B.  Case Report


C.  Literature Review


D.  Medical threat assessment


E.  Community survey/needs assessment


II.  The Graduation Paper must meet the following requirements:

A.  Approval of project by training program director. 


B.  Approval of original research by any appropriate committees (IRB or IACUC).


C.  Research/library work performed during housestaff training years.  Paper could continue project started during medical school, internship, or general medical officer assignments if majority of execution of research or review occurred during SAUSHEC housestaff assignment.


D.  Graduating Resident should be major contributor to projects with multiple co-investigators i.e. should be a contributor of at least 30% of the total project for original research and at least 50% of the total project if writing case report or conducting a literature review. Housestaff should not work together on the same graduation paper.


E.  Project or phase of project that is the basis of the paper should be a completed work.  Proposals for a project are not a substitute for meeting the requirement.


F.  Majority of project should be performed in military hospital.  Exceptions must be approved by program director.


III.  Manuscript Guidelines:

A.  Paper should be written using uniform requirements for manuscripts submitted to biomedical journals.


B.  Author should also submit specifications on method used to conduct literature review.  Papers with fewer than five references should have method used for literature review carefully scrutinized.


C.  Minimum length is 3 typed pages.  Anything less should be carefully evaluated for substance and quality to determine if adequate effort has gone into the project.


D.  Quality of written report to include figures, tables, illustrations should be suitable for submission for publication.  Papers with spelling and grammatical errors or in need of significant revision for clarity of presentation should be returned to the author for correction in order to meet the graduation requirement.


IV.  Review of Papers Submitted for SAUSHEC Graduation Paper Requirement:

A. Paper must be submitted to Program Director in time for him/her to score the paper by the first week in May of Resident’s graduation year. 


B. Program Director or his/her designee will score the paper using the score sheet that is on the next page. Paper must score 60 or greater to meet the graduation requirement.


C.  One copy of the research paper and evaluation score sheet will be maintained by the Program Director in the Training Folder of the Resident.


D.  A list of names of anyone not completing the graduation paper requirements will be provided to the Medical Education Office, BAMC (for Army graduates) or Medical Education Office, WHMC (for Air Force graduates) NLT 1st week in May 2004 by the Program Director.


Rev. 5/03

SAUSHEC GRADUATION RESEARCH REQUIREMENTS

SCORE SHEET


Total Percentage Points: 100% 


A grade under 60% is considered unsatisfactory.

Score

1.  Originality (10 pts)

1
2
3
4
5
6
7
8
9
10

_____          

Comments:


2.  Discussion of Literature Review/Quality of Introduction (10 pts)

1
2
3
4
5
6
7
8
9
10

_____


Comments:


3.  Experimental Design of Clinical or Animal Research/Case Reports/Chart or Subject Review (10 pts)

1
2
3
4
5
6
7
8
9
10

_____           

Comments:


4.  Data Analysis/Results/Graphics  (20 pts)



1   2   3   4   5   6   7   8   9   10   11   12   13   14  



15  16   17  18  19  20






_____
           

Comments:


5.  Quality of Discussion (20 pts)

1   2   3   4   5   6   7   8   9   10   11   12   13   14   


  15  16  17  18  19  20






_____           

Comments:


6.  Effort required to design and execute study (10 pts)

1
2
3
4
5
6
7
8
9
10

_____
           

Comments:


7.  Scientific merit/significance of work (10 pts)







1
2
3
4
5
6
7
8
9
10


_____


Comments:



8.  Style (Sentence structure/grammar/clarity of thought) (10 pts)

1
2
3
4
5
6
7
8
9
10

_____

Comments:


TOTAL =
_____



PROGRAM DIRECTOR:_____________________________________


Signature


Date


Appendix 4


San Antonio Uniformed Services Health Education Consortium (SAUSHEC) Resident Training Agreement

As a resident (term resident is used to designate all GME trainees) assigned to a SAUSHEC GME program for Training Year 2003-2004, I understand that SAUSHEC shall provide a graduate medical education program that meets all the standards of and is approved by the Accreditation Council for Graduate Medical Education, and I understand the following policies and my rights, responsibilities and benefits:


I.  RESIDENT RESPONSIBILITIES:


    A.  To develop a personal program of learning to foster continued professional growth with guidance from the teaching staff.


    B.  To participate in patient care, under supervision, commensurate with my level of advancement and responsibility.


    C.  To participate fully in the educational and scholarly activities of my program; to meet all program and SAUSHEC requirements; to demonstrate the knowledge and skills defined by my program in the ACGME general competencies categories and to assume responsibility for teaching and supervising other residents and medical students as required. This includes completing a graduation paper by early May of last year of training (specifics are outlined in the SAUSHEC GME Policy Book).


    D.  To participate as appropriate in institutional programs and medical staff activities and to adhere to established practices, procedures, and policies of the institutions in which I am training and if appropriate to participate through peer-nominated representation on hospital committees and councils whose actions affect my education and/or patient care.


    E.  To submit to the program director, at least annually, confidential anonymous written evaluations of the faculty and of educational experiences of the training program.


    F.  To at all times adhere to the highest standards of integrity, professionalism and ethical conduct for physicians and officers of the US Army and Air Force.


    G.  To meet all military training and administrative requirements as designated in the SAUSHEC GME Policy Book and the “Training Agreement for Graduate Professional Education in a Military Facility” (military obligation agreement).


H. To maintain certification in Basic Life Support (BLS) as directed.


I.  To complete USMLE Step 3 (or equivalent) during PGY-1 (internship year) 


J. To comply with Army and Air Force policies requiring all residents to have in their possession a current, active, valid, and unrestricted state medical license NLT two years after graduation from medical school.  Failure to obtain (and maintain) a professional license within the established timelines will result in automatic referral for action to the Dean, SAUSHEC and may result in the resident being placed on probation that, in turn, may require the resident to report this to licensing and credentialing agencies in the future.  Failure to obtain or maintain the license may also result in “flagging” of military records and adverse personnel actions—to include loss of special pays and benefits, ineligibility to be selected for further GME, reclassification, and/or separation from the military.  


K. To, IAW Army and Air Force regulations and the “Training Agreement for Graduate Professional Education in a Military Facility,” meet service-specific height/weight standards and physical fitness requirements to qualify for advancement and for graduation from residency.


L.   To obtain from program director a written description of program specific responsibilities and supervisory lines of responsibility for the care of patients and comply with these specific requirements.


M. To obtain from program director a description of the usual call schedule and schedule of assignments (rotations) for my program and comply with these schedules.


N. To comply with restriction on Outside Practice Activities (Moonlighting).  MEDCOM Reg 600-3, para 4.g.(4) and AFI 44-102, expressly forbid outside medical practice and gainful employment during the course of the residency.   Such practice and employment will be grounds for dismissal from the program.


II.  RESIDENT BENEFITS AND RIGHTS:  


As a SAUSHEC resident, I and my family, will receive the same benefits in the areas of health care, leave, welfare, recreation, financial support, housing and meals as any military medical officer doing GME with my rank and length of service per Army and Air Force regulations.  Full pay and allowances continue for the duration of the residency and during permitted absences listed below.  In addition I understand the following policies relating to my benefits:


      A.  Absence from Training - If a resident misses more than 4 weeks of training in one academic year, a request for extension in training may be required to insure the resident meets RRC, Board and Army/Air Force requirements for GME training.


      B.  Convalescent Leave (sick leave) ‑ Granted for cause, in accordance with SAUSHEC Leave & Pass Policy 


section of the SAUSHEC GME Policy Book and Army and Air Force regulations.


      C.  Ordinary Leave (vacation) ‑ Granted during the training year as designated in the Leave and Pass Policy section of the SAUSHEC GME Policy Book. 


      D.  Parental Leave  - Described in the SAUSHEC GME Policy Book.


      E   Leave of Absence /Benefits - Described in the SAUSHEC GME Policy Book.


F. Disability Insurance - Provided in accordance with Army and Air Force regulations.


G.  Liability Coverage-  Under the Federal Tort Claims Act 28 USC, Section 2679d, the Westfall Act, medical malpractice coverage is provided to me free of charge.  Coverage will be in effect for all care rendered within the scope of my federal employment.  This requires me to provide the best possible documentation of the best possible care to my patients and always to utilize appropriate levels of supervision as outlined in the SAUSHEC Resident Supervision Policy or the policies of the hospital in which I am training.


     H.  Counseling & Support Services - Confidential counseling, medical and support services are available at any time and are described in the SAUSHEC GME Policy Book.


     I.   Permissive TDY (Professional Leave) – described in the SAUSHEC GME Policy Book.

     J.  Laundry - Lab coats and “Scrubs” are provided and cleaned at no cost to resident.


     K. Residency Closure policy – Described in the SAUSHEC GME Policy Book.

L. Restrictive Covenants – Residents are not required to sign a non-competition guarantee.


M. Duty Hours-  All SAUSHEC programs will comply with ACGME, RRC and SAUSHEC duty hour policies which are available at www.acgme.org and in the SAUSHEC GME Policy Book.  If a resident feels his/her program is not in compliance with duty hour policies they should bring this to the attention of their program director, the GMEC or the Dean all of which are responsible for ensuring compliance.


N.  Food services while working in a hospital- Food is available 24 hours a day in BAMC & WHMC either in cafeterias or vending machines


O. Call Sleep Rooms- Residents will be provided with appropriate call rooms when they take in house call.


P.  Work environment free from Sexual Harassment and Discrimination- Department of Defense has zero tolerance for sexual harassment , exploitation and discrimination.  Defined policies and procedures addressing sexual harassment and exploitation are outlined in AR 600-20; in BAMC command policy; and in AFPAM 36-2705 and in WHMC command policy 


Q.  Guarantee of Due Process- Due process for remediation, probation, extension, and/or termination actions are outlined in the SAUSHEC Due Process Policy available on the SAUSHEC web site. Proceedings are conducted by the SAUSHEC Graduate Medical Education Committee in accordance with this policy.


R.  System for resolving grievances- Complaints, grievances, or request for assistance may be presented through the resident’s chain of command or through other mechanisms outlined in the SAUSHEC Resident Grievance Policy available on the SAUSHEC web site.


S.  System for managing and treating Physician Impairment- BAMC and WHMC have provider health programs and policies regarding intervention, treatment, monitoring and follow-up care for all impaired providers including residents.  Impaired provider programs facilitate full recovery of and are an active advocate for impaired providers.


III. DURATION OF APPOINTMENT AND REAPPOINTMENT (Advancement):  Army categorical interns are reappointed based on selection at the Joint Service Graduate Medical Education Selection Board (JSGMESB) in December of their intern year.  All Air Force trainees and Army residents PGY-2 and above automatically will be considered for advancement each year until they complete their training. Advancement is contingent upon satisfactory performance in the program and upon criteria listed in the “Training Agreement for Graduate Professional Education in a Military Facility ” (obligation agreement). 


I acknowledge receipt of this training agreement and a copy of the SAUSHEC GME Policy Book dated July 2003.  I understand that this policy book and all major SAUSHEC policies (Resident Due Process, Resident Grievance and Resident supervision) are available to me at the SAUSHEC WEB site www.saushec.amedd.army.mil 


________________________________

______________________________



Signature                          
                  
Signature 



Program Director 
                 

Resident




________________________________     
                            
______________________________


     (printed name)                                             

(printed name)


_____________________________ 



____________________________


Date




   


Date


Appendix 5


SAUSHEC Procedures for Requesting Duty Hour Exceptions


It is the policy of the San Antonio Uniformed Services Health Education Consortium (SAUSHEC) that all sponsored programs will conform to ACGME requirements regarding resident duty hours. These are minimum requirements and each program must meet their specific RRC standards, which may be more restrictive.


It is recognized however that there may be occasions where the optimal education experience cannot be met while maintaining an 80-hour workweek schedule. In these limited cases, programs may petition their RRC for an exception to policy not to exceed 10% (i.e. 88 hours per week averaged over a four-week rotation).  All other duty hour requirements would remain in effect and be strictly enforced.


The following procedures outline the course of action for a program seeking a duty hour exception:


1. The Program Director will verify eligibility criteria:


a. exceptions are allowed by their RRC.


b. the program is accredited in good standing, without warning or adverse action.


c. the institutional sponsor (SAUSHEC) has a Favorable Status.


d. an exception to the work hour policy will greatly benefit the educational experience without degrading patient care due to fatigue or stress.


e. other alternatives have been exhausted or are not feasible. 


2. The Program Director will submit a “Request for Duty Hour Exception” form to the Chair of the Duty Hours Subcommittee. An advance copy will be sent to the SAUSHEC office.


3. The Chair will form a Validation Team, to include at least one member of the subcommittee and one Resident to review the Request. The review should include an examination of the applicable curriculum, duty schedule, and interviews with the Program Director, a Faculty Member, and a Resident from the requesting program.


4.  The Team’s written findings and recommendation will be appended to the Request and submitted to the Chair for review, then forwarded to the Dean, SAUCHEC (DIO). The Chair, or representative, will present the Request at the next meeting of the Graduate Medical Education Committee (GMEC).   


5. Based on the Request and the Validation Team’s report, the GMEC will vote by majority whether to endorse a formal petition to the appropriate RRC. 


6.  Requests that are not endorsed may be withdrawn or resubmitted with additional data.


7. The Program Director may then prepare a petition for their RRC. The letter must address the necessity for the exception, patient safety, educational rationale, SAUSHEC’s prohibition on “moonlighting”, call schedules, faculty monitoring, institutional endorsement, and accreditation status. The letter must be co-signed by the Dean.


8. Program Director will not implement extended duty hours until approved by their RRC.


Request for Duty Hour Exception


		Program:



		RRC:





Answer the following questions for each rotation requesting an exception:


		Specific Rotation and/or Program Year:






		State the circumstances under which residents may be expected to exceed the duty hour limits.






		State why the program cannot maintain the 80-hour limit.






		State the educational rationale for the extra hours.






		State what alternatives were considered.






		State how the residents will be monitored for fatigue/stress and compliance with duty hour policies.








I certify that the program meets eligibility requirements and that this request for duty hour exception is needed for the education of the resident.


		Program Director’s Signature




		Submission Date








Validation Team Report ON Duty Hour Exception


Checklist:







		Program

		

		Rotations and/or program year



		Accreditation status

		

		



		Date of next RRC visit

		

		



		Examination of curriculum

		

		



		Examination of duty schedule(s)

		

		



		Interview of 
Program Director

		

		



		

Faculty

		

		



		

Resident

		

		



		

		



		Findings






		Recommendation

		Endorse
Resubmit
Reject





Committee Members


Print name and Program




Signature


		

		



		

		



		

		












Date


		Reviewed by Chair, Duty Hours Subcommittee

		



		

		Signature



		

		












Date


		Presented to GMEC 

		



		Recommendation:















Date


		Action by Dean, SAUSHEC (DIO)

		



		

		Signature



		

		





Chief Operating Officer


Dean Graduate Medical Education
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SAN ANTONIO UNIFORMED SERVICES HEALTH EDUCATION CONSORTIUM (SAUSHEC) DUE PROCESS POLICY


FOR RESIDENTS IN GRADUATE MEDICAL EDUCATION PROGRAMS


I.
General.


A.  This document outlines the process of management at SAUSHEC for residents who encounter academic, technical, and/or professional conduct problems.  The procedures prescribed herein apply to program level remediation, administrative remediation, probation, extension of training, and termination from training.  These procedures present a sequence of corrective action emphasizing due process, thorough documentation of all actions, and timeliness of the process.  


B.  These procedures must be applied uniformly and fairly to all residents and faculty in each SAUSHEC program.  The SAUSHEC institutional due process policy applies to all residents in training programs for issues relating to professional or academic performance regardless of the sponsoring uniformed service.  Issues of misconduct or noncompliance with uniformed service regulations unrelated to academic or professional performance will be managed according to the policies of the resident’s commander and sponsoring uniformed service.  


C.  Upon entry into a training program, the resident will be provided a copy or WEB address of this due process policy and will sign a statement acknowledging receipt of information about this policy.  This signed statement will be maintained in the resident’s training file.


D.  A resident’s refusal to acknowledge receipt of written recommendations during any process prescribed herein will be recorded in writing but will not result in a delay of any recommended action or proceeding.  


II.
Definition of Terms.  These terms are defined to conform to the administrative structures of SAUSHEC.  


A.  SAUSHEC is the GME consortium of Brooke Army Medical Center (BAMC) and Wilford Hall Medical Center (WHMC) which was created to administer and manage military GME programs in San Antonio.  SAUSHEC is the ACGME- recognized sponsoring institution for all military GME programs in San Antonio.


B.  Dean, SAUSHEC.  The institutional official having the authority and the responsibility for oversight and administration of SAUSHEC GME programs.  He/she is also the ACGME-Designated Institutional Official (DIO) for GME for the consortium.


C.  Associate Dean for GME, SAUSHEC.  Both BAMC and WHMC have Associate Deans for GME each one of whom is also the Director of Medical Education at his/her respective medical center.  Working under the direction of the Dean, these individuals will be the on-site, day-to-day managers of GME issues at their respective institutions.


D.  Decision Authority.  An individual/committee designated in institutional documents as having initial approving authority for adverse actions.  The decision authority at SAUSHEC for academic actions is the GMEC. 


E.  Appellate Authority.  An individual designated in institutional documents as having final authority for an adverse action.  The SAUSHEC appellate authority for probations and extensions of training is the Dean.  For a termination the appellate authority is the medical treatment facility (MTF) commander of the resident’s sponsoring uniformed service.  


F.  Graduate Medical Education Committee (GMEC).  The institutional committee composed of the Dean, Associate Deans, program directors, resident representatives and other SAUSHEC faculty whose charter is to monitor and advise on all aspects of SAUSHEC GME.  To conduct business, the GMEC must have a quorum which is 50 percent of the its voting membership present.


G.  Institutional Documents.  The organizational documents that define the structure and the chain of authority and accountability for the institution sponsoring GME within SAUSHEC.  


H.  SAUSHEC MTF and MTF commander.  A military hospital in which SAUSHEC Graduate Medical Education training occurs.  Each SAUSHEC MTF has a commander with military administrative responsibility for the uniformed service residents assigned to his/her command.


I.  Uniformed service.  SAUSHEC residents are active duty officers that may be from the Army, Air Force, or Navy.   Residents on active duty are governed by the SAUSHEC GME policies as well as by rules and regulations of their respective uniformed service. 


J.  Program training committee.  Each SAUSHEC GME program will have a program training committee comprised of key faculty members and resident representatives.  The program director or designee will chair this committee which will assist him/her in developing program curricula and policies and which will participate in dealing with residents who may not be meeting program or military standards.


K.  Remediation plan.  Counseling, program level remediation, Dean’s administrative remediation, probation and extension of training are all considered remediation plans designed to help a resident meet program and/or military standards.


L.  Adverse actions.  Probation, extension in training, and termination from training may be considered reportable adverse actions by many state licensing boards and/or by the National Practitioner Data Bank. Formative evaluations to include rotation evaluations, counseling at the program level and program level remediation are not considered reportable adverse actions (even if they have negative comments) since they have not been peer reviewed by the GMEC.


M.  Faculty Board.  A board of faculty members that are assigned by the Dean to serve as members of a formal resident hearing.  (See paragraph XI.)


III.
Program Director Responsibility   


A.  A training file must be maintained for each resident by the Program Director. 


B.  A SAUSHEC training agreement must be maintained for each resident.  This agreement will be signed by the resident prior to entry into a GME program and will be maintained in the resident’s training file.


C.  Program directors must establish effective program training committees to assist in management and improvement of the program and to assess the performance of the residents. 


D.  Residents must be provided written educational goals and objectives specific to each training year and must be given written performance evaluations documenting whether they are achieving those goals at appropriate intervals.  The frequency of evaluations must satisfy program requirements published by the Residency Review Committee of the ACGME.  Evaluations should be performed at least semi-annually.


E.  Program directors will assess residents and identify residents with deficiencies in knowledge, skills, and attitudes in relation to achieving competence in the ACGME six Core Competencies as well as compliance with military service regulations such as those prescribing weight, physical fitness, licensure or other requirements.  Program directors are responsible for compliance with the requirements prescribed herein.


F.  A remediation plan must be initiated and counseling with the resident documented when a program director identifies a resident with significant deficiencies in knowledge, skills, or professional attitudes or for noncompliance with military service requirements.


G.  The program director with his/her program training committee will immediately investigate any allegation of unethical behavior, unprofessional conduct, resident health problems or concerns that the resident cannot safely engage in patient care at the level expected of a resident at his/her stage of training.  If, during an interview an individual begins to disclose information that indicates a violation of the Uniform Code of Military Justice (UCMJ) may have occurred, the program director will halt the interview immediately, apprise the individual of his/her rights against self-incrimination and immediately contact the proper legal and law enforcement authorities.  If the individual discloses information the program director determines may be a violation of UCMJ, the incident must, in addition to notification of proper chain of command authorities, be presented to the GMEC for consideration of adverse action.  Any adverse action must afford due process in accordance with this policy document.  After the resident circumstances are reviewed, the program director may either allow the resident to continue in his/her duties, or may restrict or suspend the resident’s training status and patient care activities pending further investigation.


1.  If the resident is allowed to continue in his/her duties, the program director must record in the resident training file the allegation and the results of the inquiry reflecting confidence in the resident. 


2.  If the program director restricts or suspends the resident’s training status and patient care activities, the program director must notify the resident in writing that his/her training status and patient care activities are restricted or suspended and must specify the deficiencies, acts, or circumstances for which restriction or suspension from training status is imposed; notify, in writing, the clinical department head to whom the resident is assigned that the resident’s training status and patient care activities are restricted or suspended; and submit a written record of the allegation and inquiry to the Dean with signed acknowledgement of receipt or a copy from the clinical department chief and the resident.  


3.  The resident will be advised that this issue will be reviewed by the GMEC and will be given a copy of this due process policy. The Dean will schedule a time to review this proposed action at the next regularly scheduled GMEC meeting or an ad hoc meeting of the GMEC.   


IV.
Documentation of Resident Performance.  Documentation begins with annual counseling of goals and objectives followed by written performance evaluations and periodic written statements from the program director describing the success of the resident in achieving designated milestones in professional development.  


A.  Assessment of the resident’s performance should consider the progressive development under supervision of the knowledge, skills, and attitudes required for safe, effective and compassionate patient care commensurate with the resident’s level of training and responsibility.


B.  When progress is below program standards, the program director must assess:


1.  Adequacy of clinical experience in the program.


2.  Adequacy of supervision and teaching and scholarly activity in the program.


3.  Adequacy of the resident’s personal learning program for professional growth with guidance from the teaching staff.


4.  Adequacy of the resident’s full participation in the educational and scholarly activities of the program. 


V.
Remediation Plans.  Education programs require flexibility in program structure and design. The resident should be given feedback, counseling and faculty assistance to overcome deficiencies.  Any action will be thoroughly discussed with the resident and made part of his/her resident training file.  When the program director and the program training committee identify residents whose academic, professional or military performance fails to meet expected standards of knowledge, skills or attitudes, they must develop a written remediation plan that will include objective criteria by which improvement can be judged. The resident will sign acknowledgement of receipt of this plan.  Residents may be considered for program level remediation, probation, or extension in training based upon any of the following:


A.  Failure to meet academic or technical performance standards or objectives of the training program.


B.  Lack of application to include--but not limited to--absences, tardiness, and/or failure to perform clinical duties in a timely or adequate fashion.


C.  Conduct considered unprofessional that directly affects the practice of medicine, or the course of training, or performance of military duties.


D.  Failure to meet professional or administrative responsibilities, such as those prescribing weight, physical fitness or other military standards, licensure or other requirements.


E.  Incident of gross negligence or willful misconduct including a violation of the UCMJ.


VI.
Program Level Remediation.  Program level remediation generally allows for correction of deficiencies without formal probation and should be preceded by documented written counseling between the resident and the program director/program training Committee.  


A.  In general, program level remediation precedes formal probation except in cases of gross negligence or willful misconduct, which can be referred to the GMEC for immediate consideration of adverse action.  


B.  A program level remediation plan should not exceed 60 days nor be extended or repeated without discussion with the Dean or an Associate Dean. 


C.  The program director will provide the resident with clear, written remediation plan which will include the following:


1.  Description of specific deficiencies in performance and previous efforts (counseling) to fix them.


2.  Methods and resources to be used to improve the noted deficiencies.


3.  List of objective measures which must be achieved to be removed from program level remediation.


4.  Restrictions or conditions placed on the resident during remediation.


5.  Time frame for documentation of improvement not to exceed 60 days.


D.  The program director will ensure that the resident understands the deficiencies as well as requirements for improvement. 


E.  The program director will offer counseling and assistance to the resident to achieve the goals of the remediation and will designate a faculty advisor to assist the resident during remediation.


F.  The resident will sign a statement acknowledging receipt of the program level remediation plan.  This signed statement will be maintained in the resident’s training file.


G. Program level remediation is considered formative feedback and is not an adverse academic action that must be reported by the program or the resident to outside agencies.   


VII.
Dean’s Administrative Remediation. 


A.  When a resident who is otherwise doing well in his/her academic training fails to meet certain critical administrative milestones required by military or civilian regulatory agencies, e.g., failure to take and/or pass the USMLE; failure to obtain an unrestricted state medical license within 2 years of medical school graduation; or persistent failure to meet military requirements, he/she will automatically be placed on administrative remediation by the Dean.  


B.  Administrative remediation will be for a period of three months.  When the resident completes the administrative requirement, he/she will be returned to normal training status and his/her administrative record expunged.  


C.  If the resident fails to meet the administrative remediation requirement in 3 months, his/her status will be considered for extension if he/she is making a good faith effort to complete the requirement but has not been successful due to factors beyond his/her control.  If the resident is not making a good faith effort to complete the requirement at 3 months or has been unable to complete the requirement after extension, he/she will be brought before the GMEC for consideration of probation, extension of training or termination. 


VIII. Probation.  See Appendix I.  


A program director may propose probation for a resident after a period of program level remediation, after persistent uncorrected poor performance/attitude, or after a single incident of gross negligence or willful misconduct.  Probation is a supervised remediation plan to assist the resident in understanding and correcting significant deficiencies in knowledge, skills or attitudes.  The period of probation generally will be at least 30 days and usually will not exceed 90 days and will always extend 5 working days beyond a scheduled GMEC.  On the recommendation of the program director the GMEC may vote to extend the term of probation for a period not to exceed an additional 90 days.  Residents who fail to demonstrate adequate improvement after two consecutive periods of probation generally will be recommended for an extension of training or termination by the program director under due process procedures.  Probationary status may end in a return to full training status, extension of training, resignation or termination from training. 


A.  The proposal for probation may be based upon one or more of the following and must be fully documented:


1.  Failure to meet academic, professional, military or technical performance standards of the program.


2.  Lack of endeavor in the training program.


3.  Lack of application of the resident’s knowledge or skill.


4.  Unprofessional conduct (medical and/or military).


5.  Failure to correct deficiencies despite counseling.


6.  Regression or failure to progress after removal from program level remediation or formal probation despite counseling.


7.  Severe disciplinary problems.


8.  Evidence of substance abuse (in accordance with applicable Service regulations).


9.  Incident of gross negligence or willful misconduct to include a violation of the UCMJ.


10. Other circumstances deemed significant by the program director.


B.  To place a resident on probation, the program director must notify the resident that a proposal for probation is being considered. The program director and the program training committee will meet with the resident to discuss the proposal and to advise the resident of his/her right to due process under this policy.  At this time the resident can provide verbal feedback to the program director and program training committee.  After the meeting the resident will have a minimum of 5 working days to prepare any further written feedback. 


C.  If, after the meeting and review of the resident’s written response, the program director and program training committee decide to recommend probation, the program director will again meet with the resident and will provide the resident with a copy of the probation request as it will be submitted to the Dean for presentation at the GMEC.  A record of this notification including a signed acknowledgment of receipt by the resident of a copy of the probation request must be maintained in the resident’s training file.  


D.  The program director’s recommendation to the Dean for the GMEC should include the following:


1.  Specific reasons for the proposed probation including a description of prior attempts to resolve the problem.


2.  Performance plan which identifies the steps for improvement during probation and the resources available to the resident to accomplish the goals during the probationary period.


3.  Measurable endpoints for successful completion of probation.


4.  Recommended duration of probation.

5.  The notification to the resident proposing probation.   


6.  The resident’s written response, if any, to the probation proposal.


E.  After review by the Associate Dean/Dean of the program director’s recommendation, the recommendation will be presented to the GMEC at a scheduled or ad hoc meeting.  The resident has the option to attend the GMEC meeting or submit a written statement to the GMEC.  No witness or legal representation are authorized for the resident at this meeting.  A GMEC decision is determined by a simple majority vote.  If the GMEC votes to deny the recommendation, the program director is then notified in writing of the GMEC decision by the Dean with specific comments.  The program director will notify the resident of the GMEC decision. If the GMEC votes to accept the program director’s recommendation, the program director will notify the resident of the GMEC decision and set up a meeting with the Dean, the program director and the resident and to provide the resident the GMEC’s decision in writing.  The resident has the right to appeal the decision through a faculty board hearing (See paragraph XI). Request for a faculty board must be given, in writing, to the Dean within 5 working days of the meeting.


1.  This meeting must be documented by the Dean and an acknowledgment signed and dated by the resident, a copy of which is maintained in the resident’s training file.


2.  The program director will assign a faculty advisor to assist the resident in the probation plan.


3.  If appropriate, voluntary medical, mental health, or learning disability evaluation will be offered to the resident at no cost to him/her resident during the probation period.  Requests for evaluation outside the institution will be reviewed case-by-case and honored on the merits of the request.  The resident will be responsible for all costs associated with outside evaluations.


4.  The program director will give progress reports to the GMEC of the resident’s performance during probation at a frequency determined by the GMEC.  These reports will be submitted to the Dean and to the probated resident no later than 3 working days before the next scheduled GMEC meeting.  The resident will be requested to sign the report acknowledging receipt.  The resident may also submit written statements on his/her behalf to the GMEC.


F.  Extension of probation period. An extension of probation can be recommended by the program director for a 90-day period. The Program Director will notify the resident that he/she is going to do this and the resident has the option to attend the GMEC meeting or submit a written statement to the committee.  A GMEC decision is determined with a fifty- percent vote.  If GMEC votes to approve the extension of probation, the resident can appeal the decision to the Dean within 5 working days of being notified of the GMEC meeting and request a faculty board hearing.  


G.  The probation period will end in one of the following:  


1.  Return to normal training status:  The program director and the program training committee may determine the resident’s performance has improved and meets the stated terms for successful remediation; i.e. all measurable endpoints have been achieved.  The program director will then recommend the GMEC remove the resident from probation.  Removal from probation requires a simple majority vote.


2.  Extension of training.  (See paragraph IX.)


3.  Termination.  (See paragraph X.)


4.  Resignation.  (See paragraph XII.)


IX.
Extension of Training. See Appendix I.  


Extension of training may be necessary to meet acceptable academic requisites for residency training.  Extension in training is handled the same as probation.  (See paragraph VIII.)


A.  Usually, brief periods of absence can be accommodated without extension of training as long as the absence does not interfere with the requisites for residency training.  Occasionally an extension of training is necessary for training missed due to medical, personal or administrative reasons unrelated to poor performance.  This would not be considered an adverse action.


B.  The resident has the right to appeal the decision by the GMEC for an extension of training for academic or other problems.  The appeal is conducted through a faculty board hearing.  (See paragraph XI.)  SAUSHEC has residents from the Army, Air Force, and Navy.  Each branch of uniformed military service will apply the appeal process of its respective service for SAUSHEC recommended extensions of training.


C.  Since extension of training may affect future professional assignments, special pay, and/or obligations, HQDA/OTSG (DASG-PSZ-MG) and for Army residents and the HQ AFPC/DPAME for Air Force residents, must be notified as soon as a resident is being considered for extension and again when the Dean notifies the resident of the GMEC decision to extend training.


X.
Termination from Training.  See Appendix II.


Termination is the most serious action that can be proposed by a program director and will normally be considered only after a period of formal probation or after a single incident of gross negligence or willful misconduct.  A recommendation for termination must be approved by a two-thirds vote of the GMEC.


A.  Recommendation for termination must be based upon one of the following:


1.  Failure to satisfactorily correct deficiencies while on probation.


2.  Regression or failure to satisfactorily progress after removal from probation.


3.  When continuation in training presents a hazard to patients.


4.  Any act of gross negligence or willful misconduct which can include a pattern of past performance or a single act.  Under these circumstances the resident may be placed on administrative duties and removed from patient care responsibilities until resolution of the termination process.  Termination under these circumstances requires notification of the appropriate credentialing authority.


5.  Failure to meet significant military milestones or requirements despite documented attempts at remediation.


B.  The program director must notify the resident that a proposal for termination is being considered. The program director and the program training committee will meet with the resident to discuss the proposal for termination and advise the resident of his/her right to due process under this policy.  At this time the resident can provide verbal feedback to the program director and program committee.  After the meeting the resident will have a minimum of 5 working days to prepare any further feedback in writing. 


C.  If, after the meeting and review of the resident’s written response, the program director and program training committee decide to recommend termination, the program director will provide the resident with a copy of the termination request as it will be submitted to the Dean.  A record of this notification including a signed acknowledgment of receipt by the resident of a copy of the termination recommendation must be maintained in the resident’s training file.  


D.  The recommendation for termination to the Dean should include the following:


1.  Specific reasons for the proposed termination and a summary of past attempts to correct the problems.

2.  Copy of previous probation request(s), if applicable.

3.  The notification to the resident proposing termination.   


4.  The resident’s response, if any, to the termination proposal.


E.  The program director recommendation and is reviewed by the appropriate Associate Dean and is then presented to the GMEC at a scheduled or ad hoc GMEC meeting.  A GMEC decision on termination is determined by a two-thirds vote.  If the GMEC votes to deny the termination recommendation, the program director is notified in writing by the Dean of the GMEC decision with specific comments.  The program director in turn notifies the resident of the GMEC decision.  If the GMEC votes to accept the program director’s termination recommendation, the program director will notify the resident of the GMEC decision and set up a meeting with the Dean, the program director and the resident and to provide the resident the GMEC’s decision in writing.  This meeting must be documented by the Dean and an acknowledgment signed and dated by the resident, a copy of which is maintained in the resident’s training file. The resident has the right to appeal the decision through a full faculty board hearing (See paragraph XI). Request for a full faculty board hearing must be given, in writing, to the Dean within 5 working days of the meeting. If the resident does not want a full faculty board hearing the Dean will organize a faculty review by appointing three faculty, only one of which is a GMEC member, to review the case.  At a minimum they will review the documentation of the termination request, the resident’s training file and interview the resident and the Program Director.  If the majority concur with the termination recommendation, that will be the final GMEC decision that is forwarded to the commander. If the majority disagrees with the recommendation the Dean will take further appropriate action.


F.  If appropriate, voluntary medical, mental health, or learning disability evaluation will be offered to the resident at no cost to the resident.  Requests for evaluation outside the institution will be reviewed case-by-case and honored on the merits of the request.  The resident will be responsible for all costs associated with outside evaluations.


XI.
Faculty Board Hearing 


A.  Preliminaries. Failure of the resident to attend the faculty board hearing constitutes a waiver by the resident of his/her right to participate in the hearing. If the resident asks to be present, but subsequently cannot attend the scheduled hearing and a reasonable delay would not make it possible for the resident to attend, then the faculty board hearing may proceed with the action in the resident’s absence. The circumstances and the necessity of proceeding with a faculty board hearing without the resident present will be clearly recorded in the minutes of the hearing.


B.  Impartiality of faculty board.  Adverse actions requiring a faculty board hearing are infrequent and will affect a resident’s medical career; therefore, it is essential to provide an unbiased due process hearing for the resident and for SAUSHEC.  Personnel participating in the faculty board hearing should be able to make a fair and impartial review of the evidence presented.   Members of the medical staff are not automatically disqualified from participating in a faculty board hearing because they are personally acquainted with the resident or because they have knowledge of those matters giving rise to the termination action but they should not have a preformed opinion on the matter. Any party may petition for disqualification as a member of the faculty board on the basis of bias, prejudice, or interest in the outcome of the proceeding.  


C.  Members of faculty board.


1.  When a hearing is authorized under this policy, the Dean will appoint in writing qualified faculty to serve as members. 


a.  The faculty board must be composed of at least 3 but no more than 5 members and may include other program directors and faculty.  At least 1/3 of the members will not have voted on the matter at the GMEC meeting that considered the issue.   


b.  The senior member of the faculty board will be designated as the chairperson.  


c.  A resident representative will be assigned as a peer review non-voting member. 


D.  The following personnel should not serve as members of the faculty board:


1.  A person (e.g., DME, program director, or MTF commander) who has influenced any part of an investigation or action against the resident.


2.  A person who has served as an military investigating officer in the resident case. 


3.  A person whose testimony or recommendation has played a significant part in initiating the action involving the resident.


E.  Actions to be considered by the faculty board.  Probation, extension of training or termination should be considered for the following examples or for similar circumstances:


1.  Academic deficiency not corrected during a period of probation;


2.  Single incident of gross negligence;


3.  Pattern of inappropriate prescribing;


4.  Pattern of substandard care;


5.  Act of incompetence or negligence causing death or serious bodily injury;


6.  Abuse of legal or illegal drugs or diagnosis of alcohol dependence;


7.  Practitioner disability (i.e. psychiatric);


8.  Unprofessional conduct.


F.  Procedure.  The chairperson of the faculty board shall ensure compliance with the following hearing procedures.


1.  The resident shall be provided with at least 7 working days’ advance notice to gather evidence, to contact witnesses, and to prepare for the hearing.  The chairperson will ensure that the resident understands the hearing procedure including his/her right to legal representation.  


2.  The resident has the right to consult legal counsel for advice on these issues. Legal council may be obtained from civilian (hired at the resident’s expense) or military if allowed by service specific regulations.  The faculty board hearing is administrative in nature and therefore during the hearing, the resident can consult with his/her legal counsel but his/her council may not address the faculty board directly.  


3.  All materials, documentation, and evidence shall be submitted to the faculty board prior to the hearing with simultaneous distribution of copies to the program director and the resident. Parties may agree to submit additional materials or documentation in advance of the hearing, provided that they agree on the nature, extent, and timing of such document submission and the faculty board agrees to receive such information.


4.  The chairperson should consult with legal counsel before conducting the hearing and is encouraged to have a legal advisor present during the proceedings.  If legal counsel represents the resident, it is advised that a military legal advisor be detailed for the faculty board hearing.  These proceedings are not bound by formal rules of evidence or a strict procedural format because the hearing is administrative in nature. Therefore, the rules of evidence prescribed for trials by courts-martial or for court proceedings are not applicable.  The faculty board may question witnesses at the hearing, i.e., faculty, medical staff, program director, and examine documents as necessary.  The chairperson and the legal advisor are authorized to administer oaths to hearing personnel and witnesses. 


NOTE:  A military investigation report for the MTF commander can be provided to the faculty board for their review; however, a military investigation should not be used as a substitute for an objective faculty board hearing review. 


5.  The faculty board hearing should review all the evidence presented including matters presented by the resident. With the assistance of legal counsel the chairperson should arrange for orderly presentation of evidence.  If an investigating officer is designated, he/she may present relevant documentary evidence and testimony at the faculty board hearing.  Any objections made by the resident should be ruled on by the chairperson who may consult with the military legal advisor.  


a.  The resident and program director may present evidence and witnesses in support of their respective positions and may ask questions of any of the witnesses under the direction of the Chair. In general, the resident and program director are entitled to hear all testimony and examine all evidence that is presented at the hearing.  However, the Chair can excuse any participant in the hearing from certain portions of the hearing if the Chair feels this will improve the chances of the faculty board obtaining a complete picture of the issues.  


b.  Because the formal termination proceeding is an administrative proceeding involving review of a recommended academic decision, discovery of facts is not germane to the faculty board hearing.


c.  The hearing will be closed to the public.


6.  After evidence is presented the voting members of the faculty board should deliberate in secret and determine by majority vote the recommendations.  The chairperson will submit the recommendation in writing to the Dean no more than 5 working days after the hearing.  A minority report may be submitted if the faculty board recommendation is not unanimous.  


NOTE:  The faculty board members should bear in mind their responsibility to clearly document the factual basis for their recommendation(s).  General statements should be supported by specifically identified incidents or situations.  Case histories relied upon should be tabbed as exhibits to the record and documented by copies of pertinent medical records where feasible.


G.  Faculty Board Recommendations


1.  Probation or extension of training.  If the recommendation is for probation or extension of training, this is referred to the Dean for administrative action.  (See paragraph VIII and IX.)


2.  Termination:  If the recommendation is for termination, this is referred through the Dean to the MTF commander who will make the final decision.


a.  The MTF commander will approve, modify, or disapprove the recommendation of the faculty board and will direct appropriate action. The MTF commander may also recommend sending a resident case back to the faculty board for further review.


b.  The Dean shall notify the resident in writing of the MTF commander’s decision.  If the decision is for termination, the resident shall have 5 working days from receipt of the MTF commander’s decision to prepare a written request for reconsideration of that decision.  After receipt and examination of a request for reconsideration the MTF commander may revoke the decision to terminate and place the resident on a defined period of probation with a recommended plan of remediation, or he may affirm the decision to terminate.  The result of the MTF commander’s decision to terminate will be forwarded to HQDA/OTSG (DASG-PSZ-MG) for Army residents and to HQAFPC/DPAME for Air Force residents.

H.  Appeal of SAUSHEC decision for termination.  SAUSHEC has residents from the Army, Air Force, and Navy.  Each branch of uniformed military service will apply the appeal process for termination action by its respective service. 


XII.
Resident Resignation.  Residents may submit a written request to their program director for resignation from a program.  The request will be considered by the program director, program training committee and forwarded to the Dean with the program director’s recommendation which will state the circumstances of the resignation; whether or not performance has been satisfactory up to the time of resignation; how many months of training have been successfully completed by the resident; and whether the resident will be recommended for future GME training in the same specialty or a different specialty.  This statement will be provided to the resident at the time of resignation, and the resident will acknowledge receipt of the statement.  The GMEC will review the request and will recommend approval or disapproval to the MTF commander whose decision will be based upon the circumstances of the request.  This decision will be forwarded to HQDA/OTSG (DASG-PSZ-MG) for Army residents and to HQAFPC/DPAME for Air Force residents.


XIII.
Reporting Adverse Actions.  When required by Department of Defense regulations or by the specific uniformed service, adverse actions--to include probation, extension of training, and/or termination--will be reported to the MTF credentials office, service specific medical commands, and to the National Practitioner Data Bank.


XIV.
Re-Entry Into GME.  Once a resident leaves a GME training program by resignation or termination, there is no option for reinstatement by the institution.  The physician may only pursue further GME training through application and selection by a designated GME Selection Board.  Applicants must meet all current eligibility requirements when submitting such an application. 
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Termination Process
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San Antonio Uniformed Services Health Education Consortium
(SAUSHEC) Trainee Supervision Policy


1. Applicability


 The SAUSHEC Board of Directors (Commanders of BAMC & WH and the Dean
SAUSHEC) and the Graduate Medical Education Committee (GMEC) of SAUSHEC
have approved this policy.  It applies to all SAUSHEC staff physicians, dentists, program
directors and trainees and establishes minimum requirements for supervision of trainees
who provide medical care to patients at Wilford Hall Medical Center (WH) and Brooke
Army Medical Center (BAMC). This instruction applies to all personnel assigned,
attached or on contract to BAMC and WH.  SAUSHEC Graduate Medical Education
(GME) program directors will also comply with any additional requirements of their
respective residency review committees or accrediting organizations.


2.  Definitions and responsibilities.


2.1.  A trainee is defined as a medical, dental, physical therapy, dietetic, etc. intern;
resident or fellow who has graduated from a medical, dental, physical therapy, dietetic,
etc. school respectively, and is either in the first or subsequent training program in a
specialty or subspecialty.


2.2.  A student is someone who is currently enrolled in a medical (or osteopathic), dental,
physician assistant, physical therapy, etc. school.


2.3.  A supervising staff provider is a licensed independent practitioner (LIP) who can
supervise trainees and students.  This is an individual with appropriate training and an
unrestricted state license who has privileges in a field, specialty or subspecialty of
medicine which would allow that individual to practice without supervision. LIPs may
supervise trainees and students in the areas of medical care in which they are privileged.
If they are approved to do so by the appropriate Program Director of the SAUSHEC
training program and Department Chair (or equivalent) of the MTF.  It is staff providers
that are ultimately responsible for all aspects of patient care within each SAUSHEC
training hospital.


2.4. “Supervision” constitutes any method of staff oversight of patient care for the
purpose of ensuring quality of care and enhancing learning; this term does not necessarily
require the physical presence or independent gathering of data about the patient on the
part of the staff provider.


2.5.  The term “team” refers to that group of trainees and staff who share responsibility
for the care of a given patient.


2.6.  The term “acutely ill” refers to a patient with a condition that is reasonably expected
to threaten life, limb, or vital organ function within 24 hours.
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2.7. Medical Treatment Facility (MTF) is a military hospital which is a member of
SAUSHEC and in which SAUSHEC residents receive clinical training.  Brooke Army
Medical Center (BAMC) and Wilford Hall Air Force Medical Center (WH) are the two
MTF members of SASUHEC.


2.8 Institutional clinical authority (ICA) The institutional official designated in MTF
documents as having responsibility for the quality of care provided by LIPs and trainees
at that MTF.


2.9 San Antonio Uniformed Services Health Education Consortium (SAUSHEC) is the
GME sponsoring institution for BAMC & WH.  The Board of Directors (BOD) of
SAUSHEC is the Institutional Governing Body (IGB) for military GME in San Antonio.
Voting Members of the BOD are the Commanders of WH and BAMC and the Dean of
SAUSHEC.  The BOD of SAUSHEC is responsible for addressing GME program needs
and obligations in planning and decision making and making necessary resources
available to programs to ensure that appropriate resident supervision is provided.


2.10 Designated Institutional Official (DIO) is the GME individual recognized by the
ACGME as having the authority and the responsibility for oversight and administration
of GME programs at all member MTFs of SAUSHEC.  This person is the DEAN of
SAUSHEC.


2.11 Graduate Medical Education Committee (GMEC)  The institutional committee
composed of the DIO, Program Directs and resident representatives whose charter is to
monitor and advise on all aspects of GME in the institution.


2.12  Program Directors  The institutional official designated by SASUHEC as having
direct responsibility for all training activities within a residency program, for the quality
of educational experiences provided and for assuring appropriate resident supervision.


3.  General Principles of Supervision.


Careful supervision and observation are required to determine the trainee’s ability to
perform technical procedures, interpretive procedures and to manage patients.  Although
not credentialed, trainees must be given graded levels of responsibility while at the same
time assuring quality care for patients.  Supervision of trainees should be graded to
provide gradually increased responsibility and maturation into the role of a judgmentally
sound, technically skilled, and independently functioning credentialed provider.  Each
SAUSHEC program director will define policies in his/her curriculum the mechanism(s)
that specify how trainees in that program progressively become independent in specific
patient care activities in his/her program while still being appropriately supervised by
medical staff.  Usually this will be done by a job description for each year of training.
Program resident supervision policies must be in compliance with the bylaws of the
Medical Staff of each MTF and with JCAHO policies on resident supervision. These
policies will delineate the role and responsibilities and patient care activities of trainees
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and delineate which trainees may write patient care orders, the circumstances under
which the may do so, and what entries if any must be countersigned by a supervisor
(either a staff or a more senior resident). Ultimately, the supervising staff member is
responsible for the care of the patient and for the conduct and performance of all trainees
under their supervision.  The only exceptions occur when a trainee willfully disregards
hospital policy or the directions of a staff supervisor, conceals his/her intentions or
actions from a staff a supervisor or performs medical care outside the scope of normally
delegated responsibility without the knowledge and approval of the supervisor.
The program director will insure that all supervision policies are distributed to and
followed by trainees and the medical staff supervising their trainees.  Compliance with
the SAUSHCEC resident supervision policy will be monitored by the Program Directors
who will report issues to the GMEC annually in their Metric reports and during the
internal review process and prior to the RRC inspection of the program. These reports
will be reported to the governing bodies of BAMC & WH. Annually the Program
Director will determine if residents can progress to the next higher level of training.  This
assessment will be documented in their annual assessment of each resident.
The GMEC will have representation at appropriate BAMC & WH hospital committees to
insure communication on these issues occurs between the GMEC and hospital staff
governing bodies.


4. Trainee Supervision in Different Patient Care Settings


A. Supervision of trainees on Inpatient Ward/ICU Teams.


All lines of authority for inpatient care delivered by inpatient ward/ICU teams will be
directed to one credentialed staff provider (usually known as the “attending”) who will be
clearly identified in the medical record. The attending staff provider has the primary
responsibility for the medical diagnosis and treatment of the patient.  In the interest of
continuity of care and effective trainee supervision, inpatient staff rotational schedules
should only allow for a maximum of two different staff providers to provide daytime  
coverage for any one inpatient per week. Trainees may write daily orders on inpatients
for which they are participating in the care.  These orders will be implemented without
the co-signature of a staff physician.  It is the responsibility of the resident to discuss their
orders with the attending staff physician.  Attending staff may write orders on all patients
under their care. Trainees will follow all BAMC or WH policies for how to write orders,
notify nurses and verbal orders policies of each patient care area.


General job descriptions for residents on inpatient services- these can be modified
by program/service specific job descriptions


1. The PGY1 will


Take a complete H&P on all new admissions (unless otherwise specified by a
particular teaching service) to the teaching service requiring an H&P, and document them
on the approved hospital forms in the patient’s chart.  After discussion with the attending
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physician and supervising resident, the PGY1 will write an assessment and initial
management plan and institute a therapeutic intervention.


The PGY1, under the supervision of a more senior resident and or the attending
physician, will conduct work rounds, write progress notes which include an interim
history and physical exam, laboratory and radiographic data, and an assessment and plan.
If a significant new clinical development arises, there will be timely communication by a
member of the resident team with the attending. The house staff and attending must
communicate with each other as often as is necessary to ensure the best possible patient
care.


The PGY1 will be responsible for completion of discharge summaries unless
otherwise specified by the Program/service.
Transfer notes and acceptance notes between critical care units and floor units, when


required, will be written by the PGY1 unless otherwise specified by the Program/service.
Such transfer notes shall summarize the hospital course and list current medication,
pertinent laboratory data, active clinical problems and physical exam findings. The
supervising resident (if any) and the attending must be involved to make sure that such
transfer is appropriate.


All PGY1’s, when leaving an inpatient team, must write and “off-service” note
summarizing the pertinent clinical data about the patient to the oncoming team unless the
Program/service has other mechanism to assure communication of patient care data.  The
new resident team must notify the attending physician of the change in resident teams and
review the management plan with him/her.


2. The PGY2 of an inpatient teaching team will in general (unless otherwise specified
by the program or service):


Take responsibility for organizing and supervising the teaching service in
concurrence with the attending physician and provide the junior residents and medical
students, under their supervision, a productive educational experience. In this role, they
work directly with the PGY1’s in evaluating all new admissions, and reviewing all
H&P’s, progress notes and orders written by the junior resident daily. They will also
supervise, in consultation with the attending physician, all procedures performed by the
PGY1. PGY2s may perform any of the PGY1 tasks outlined above at the discretion of the
attending or patient care area policies.  Senior residents must maintain close contact with
the attending physician of each patient and notify them as quickly as possible of any
significant changes in the patient’s condition or therapy.  All decisions related to invasive
procedures, contrast radiology, imaging modalities and significant therapies must be
approved by the physician of record.


3.  The PGY3 (and above) of an inpatient teaching team will in general (unless
otherwise specified by the program/service)


Follow all responsibilities of the PGY2 outlined above when acting in a similar
supervisory capacity.  PGY3s may perform any of the PGY1 or PGY2 tasks outlined
above at the discretion of the attending or patient care area policies.  They will also be
available to provide assistance with difficult cases, and provide instruction in patient
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management problems when called upon to do so by other residents. They will assume
direct patient care responsibilities when needed to assist more junior residents during
times of significant patient volume or severity of illness.


Documentation of Staff supervision of Patient Care for hospitalized patients


Staff supervision of patient care must be documented in the inpatient record.  Date, time,
signatures, and signature stamps are required on all notes and orders if not performed
electronically.   Documentation requirements for inpatient care are outlined below.


Documentation that must be performed by staff


Documentation, in writing, by staff of concurrence with the admission, history, physical
examination, assessment, treatment plan and orders, is required within 24 hours of
admission.


Within 24 hours of admission staff must co-sign the short form history and physical or its
equivalent on the Abbreviated Medical Record.    


Documented concurrence with major therapeutic decisions, such as “Do Not Resuscitate”
status, by specific mention in a staff written progress note.


At least weekly staff notes for non-special care unit patients, and staff notes in the ICU
for any significant change in patient status or change in plan.


All notes by medical or dental students must be co-signed by a staff provider if not
previously signed by a trainee.


Documentation that can be done by trainees


Trainees must document patient care and staff supervision by writing progress notes
and/or co-signing notes written by medical or dental students.  The condition of the
patient determines how often progress notes are written.  Trainee progress notes are
written at least daily on all patients who are acutely ill or for the first five days after
major surgery.


Required documentation of staff supervision can be accomplished by the trainee, e.g.,
“Dr. Smith (the attending) concurs with…” in the following situations:


For admissions to critical care units, there must be documentation of notification of
the admission and concurrence of the staff or fellow with trainee health care plans
within four hours of admission.


Documenting staff concurrence with discharge plans before the patient is discharged.
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Documenting staff concurrence with decision to transfer patient to another provider,
service or facility.


Documenting staff concurrence with issues dealing with Advance Directives,
informed consent and refusal of care.


B. Supervision of Trainees on Inpatient Consult Teams.


All inpatient consultations performed by trainees will be documented in writing with the
name of the responsible staff consultant recorded.  The responsible staff consultant must
be notified verbally by the trainee doing the consult within an appropriate period of time
as defined by the particular consulting service.  The consulting staff is responsible for all
the recommendations made by the consultant team.  If requested by the patient’s primary
staff, the consulting staff must see the patient.


C. Supervision of Trainees in the Operating room.


The staff physician must be present in the operating room area for the critical parts of all
major cases.  A major case is defined as a procedure that enters a major body cavity or
has potential for mortality, significant morbidity or significant blood loss.  Any procedure
performed on a patient with major risks from anesthesia due to underlying medical
problems will be considered a major case.  In some cases, even positioning of the patient
may be considered critical.  Even in his or her absence from the operating room area, the
staff physician remains responsible for proper patient and operative site identification as
well as care of the patient.  If, in the opinion of the staff, a surgical procedure is minor
and of low potential for significant morbidity, the procedure may be performed under the
direction of a qualified (as defined in the training program’s curriculum) surgical resident
after proper patient and operative site identification.


D.  Supervision of Trainees in Outpatient clinics.


All outpatient visits provided by trainees will be done under the supervision of a staff
provider. This staff provider will interview and examine the patient at the staff’s
discretion, at the trainee’s request, or at the patient’s request.  The staff doctor has full
responsibility for care provided, whether or not he/she chooses to personally verify the
interview or examination.  The name of the responsible supervising staff will be clearly
recorded in the patient record.


E.  Supervision of Trainees in the Emergency Department.


The responsibility for supervision of trainees providing care in the Emergency
Department to patients that are not admitted to the hospital will be identical to that
outlined in the scheme for outpatient supervision above.  The responsibility for
supervision of trainees who are called in consultation on patients in the ED will be
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identical to that outlined in the scheme for consultation supervision above.  Consulting
staff should be notified promptly of ED consultations.


F. Supervision of Trainees in interpretive settings


Trainees who do primarily interpretation of lab, radiology or pathology specimens must
also be supervised and this supervision must be documented.  It is the responsibly of each
training program/department in these areas to establish supervisory regulations in
compliance with JCAHO & RRC requirements.


G. Supervision of Trainees performing procedures.


A trainee will be considered qualified to perform a procedure if, in the judgement of the
supervising staff and his/her specific training program guidelines, the trainee is
competent to safely and effectively perform the procedure.  Residents at certain year
levels in a given training program may be designated as competent to independently
perform certain procedures based upon specific written criteria set forth and defined by
the program director.  In this instance, trainees may perform routine procedures that they
are deemed competent to perform (such as arterial line placement) for standard
indications without prior approval or direct supervision of staff.  However, the patient’s
staff of record will be ultimately responsible for all procedures on inpatients.  In addition,
residents may perform emergency procedures when life or limb would be threatened by
delay without prior staff approval. In this case the most senior trainee available will
supervise the procedures.
All outpatient procedures will have the staff of record documented in the procedure note
and that staff will be ultimately responsible for the outpatient procedure.
Students will not perform procedures without direct supervision of an LIP or a trainee
qualified to perform the procedure independently.


5.   Trainee grievances regarding supervision.


It is the Program Directors responsibly to insure that trainees are aware that any concerns
they have regarding adequate technical or professional supervision, or professional
behavior by supervisors will be addressed in a safe & non-threatening environment per
SAUSHEC and ACGME guidelines.  All SAUSHEC GME programs must follow
policies of the SAUSHEC resident grievance policy.  Trainee grievance mechanisms
(Program Director, Department Chief, Ombudsman, Inspector General) must be
maintained in all training programs in order to ensure that fair and just relationships
between students and teachers can be perpetuated.  Grievance mechanisms will be
established for each Department/Training Programs, and will be clearly stated and made
available to all trainees during their orientation to that Department/Program.
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SAN ANTONIO UNIFORMED SERVICES HEALTH EDUCATION CONSORTIUM


(SAUSHEC) POLICY ON PROCEDURES FOR ADDRESSING 


RESIDENT CONCERNS & GRIEVANCES


I.
Purpose.  This policy is designed to insure that SAUSHEC meets the ACGME requirements to provide an educational environment in which residents may raise and resolve issues without fear of intimidation or retaliation. This includes the following: 



A.  Provision of an organizational system for residents to communicate and exchange information on their working environment and their educational programs. This is accomplished through SAUSHEC housestaff councils at each of its member hospitals, through resident active participation on key hospital committees (including the GMEC) as well as through procedures outlined in this policy.


B.  Insuring there is a process by which individual residents can address concerns in a confidential and protected manner.  This requirement is addressed in this policy  



C.  Establishment and implementation of fair institutional policies and procedures for academic or other disciplinary actions taken against residents. These issues are addressed in the SAUSHEC due process policy for residents.



D.  Establishment and implementation of fair institutional policies and procedures for adjudication of resident complaints and grievances related to actions which could result in dismissal, non-renewal of a resident’s contract, or other actions that could significantly threaten a resident’s intended career development. These issues are addressed in this policy as well as in the SAUSHEC due process policy for residents.


II.
Procedures.  This policy outlines the various procedures available to SAUSHEC residents to address and resolve their grievances/concerns.  Before seeking formal assistance, the resident should speak directly with the person(s) involved with his or her grievances/concerns to try to resolve the issue directly. If the issue cannot be resolved by the resident directly, the resident may pursue resolution through the avenues delineated in this policy.   



A.  Residency program options.  When possible, resolution should be accomplished at the program level through the program director, faculty advisors or other program faculty.  




1.  Upon beginning the residency each resident will be assigned a staff advisor by the program director 




2.  The advisor will be readily available to the resident.  However, if the advisor is unavailable and the issue is urgent, the resident may meet with another faculty member or senior resident in the program.




3.  The advisor will be tasked with creating an appropriate atmosphere for free communication between the resident and the advisor with confidentiality and without fear or intimidation.


4. Although the resident will usually consult with his or her advisor as the first step in addressing concerns or grievances, the resident may use any of the program’s faculty with whom the resident feels comfortable as the initial point of contact.


5.  The resident can always discuss any issue with his/her Program Director who will have an open door policy and will ensure no recrimination is taken against the resident as a result of the meeting and that confidentiality of the meeting is maintained to the extent permitted by law and regulation.


6.  At any time the resident feels his/her issue cannot be addressed at the program level, the resident should use one of the resolution mechanisms outlined below.



B.  SAUSHEC Ombudsman Program.  The Dean will appoint four SAUSHEC ombudsmen and ensure they have appropriate training and authority commensurate with their responsibilities as outlined below.  They will be advisors to the GMEC.




1.  At any time the resident, or a representative authorized by the resident, may consult with a SAUSHEC ombudsman who functions as an independent, neutral, confidential and informal resource for assistance and guidance.  The ombudsman will listen to the resident’s concerns, clarify issues of policy and procedures, discuss options and, with the resident, will jointly determine the best course of action to take to resolve the issue(s). The ombudsman will work with the resident until the issue is resolved or until the resident no longer requires the assistance of the ombudsman.


2.  The ombudsman may have access to any supervisory/command level within SAUSHEC or member institutions and are not bound by any specific supervisory authority/command.  


3.  The ombudsman will respect resident confidentiality and protect the resident’s identity except to the extent required by law or service regulation which includes but is not limited to the requirement to protect resident or patient safety.


The ombudsman’s mission is to consider the rights and interests of individuals and to advocate fairness and equal treatment for all concerned.


4.  The ombudsman system does not replace the existing formal complaint process available in SAUSHEC military training facilities (MTFs).  Instead, the ombudsman provides a complementary, informal service and facilitates access and referral to existing agencies and processes.  The services provided by the ombudsman do not replace or supersede the provisions of the SAUSHEC due process policy.



C.  Housestaff Councils of Brooke Army Medical Center (BAMC) and Wilford Hall Medical Center (WHMC).  Both BAMC and WHMC have active Housestaff councils with elected officers and Graduate Medical Education Committee (GMEC) representation.  These committees may serve as a venue to bring resident issues to the attention of SAUSHEC leadership.



D.  SAUSHEC Resident Issues Sub Committee and ad hoc committees.




1.  SAUSHEC Resident Issues Committee is a standing subcommittee of the GMEC that is charged with addressing Housestaff issues for the GMEC and the Dean.  Resident members of the GMEC are members of this subcommittee.  




2.  At the request of a resident or an ombudsman or a Housestaff Council, the Dean, when appropriate, can authorize an ad hoc committee of impartial faculty and residents to review and arbitrate any concerns/grievances of a group of residents or an individual resident.  This committee will make recommendations to the Dean and or the GMEC with the full knowledge of the resident involved. The Dean and/or the GMEC will ensure the concern/grievance is resolved in the most appropriate manner possible.



E.  Dean and Associate Deans of SAUSHEC.  The Dean and Associate Deans have an “open door” policy for residents and are willing to meet with residents at any time to discuss any issues or concerns.  The Dean and Associate Deans will ensure no recrimination is taken against the resident as a result of the meeting and that confidentiality of the meeting is maintained to the extent permitted by law and regulation.



F.  Human Relations Advisor (HRA) of WHMC.  The HRA is a neutral party appointed by the Commander, 59th Medical Wing (WHMC) to informally resolve issues at the lowest level and to identify barriers and corrective measures to the effective functioning of all personnel within WHMC.  Specific areas of interest include interpersonal relations, workplace diversity issues such as communication, trust, respect, recognition and opportunities for advancement, and prevention of workplace discrimination and sexual harassment.  The HRA manages the Alternative Dispute Resolution (ADR) Program and employs a variety of conflict resolution methods.


G.  Military Equal Opportunity Office (WHMC) and Equal Opportunity Advisor (BAMC).  The offices of the MEOO/EO are command-authorized entities that conduct formal complaint processes addressing issues of sexual harassment and discrimination on the basis of race, color, ethnic group, religion and sex.  A formal investigation (issues clarification) is conducted to determine the facts surrounding the allegations.


H.  Inspector General (IG).  The IG is designated by the Air Force and Army as the office of primary responsibility for addressing allegations of fraud, waste and abuse, and violation of a published standards/regulations.  The IG is also responsible for addressing allegations of reprisal.  Reprisal is defined as taking or threatening to take an unfavorable personnel action or withholding or threatening to withhold a favorable personnel action against a military member for making or preparing a protected disclosure.  Protected disclosure is a lawful communication to a member of the Congress, IG or a member of Department of Defense (DOD) audit, inspection, investigation or law enforcement organization.  Other protected disclosures include those made within other established Air Force or Army grievance channels (to include MEOO/EO) in which the military member makes a complaint or discloses information the military member believes is a violation of a policy or regulation.


I.  Area Defense Counsel (ADC).  The ADC exists to provide confidential legal advice to military members including SAUSHEC residents.



J.  Chaplain.  Residents may seek confidential counsel with the BAMC or WHMC chaplains who are available after hours for emergent consultation.



K.  Mental Health.  Residents may choose to address their concerns with a mental health provider or clinic which are available at BAMC and WHMC.  Available services include stress management classes, depression management, anxiety management, medication management, individual therapy, group therapy, and marital therapy.   The Dean’s office can facilitate this type of assistance, if desired by the resident.




1.  Program directors will ensure that resident has sufficient opportunity in the work schedule to attend all mental health appointments without recrimination. 




2.  In the DOD confidentiality of mental health care is protected unless the individual seeking information has a legitimate need to know and is authorized by regulation or law to access this information.  The mental health provider releases only enough information to satisfy the need and makes every effort to protect private, personal details.  The resident may choose to authorize release of mental health information to anyone at anytime.




3.  For emergent mental health concerns the resident may seek evaluation and mental health support at any Emergency Department at any time.  Authority for directed mental health evaluations rests only with the Commander of the resident’s MTF who must follow explicit DOD procedures to protect the rights of the all military members including SAUSHEC residents.


1
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MCHE-CI







30 November 2001


MEMORANDUM FOR:   SAUSHEC Program Directors


SUBJECT:  Medical Corps Research Requirements for SAUSHEC for 2002

1.  Graduation research requirements for Medical Corps graduates of the San Antonio Uniformed Services Health Education Consortium (SAUSHEC) Graduate Medical Education (GME) Programs are enclosed.  The requirements will be distributed by the Program Director to all current SAUSHEC teaching faculty, residents and fellows, as well as new trainees.  These requirements may be included in residency handbooks to demonstrate the academic excellence of our programs to Residency Review Committees.  Research manuscripts required for graduation will be reviewed and scored by the Program Director NLT COB 4 May 2002.  Program Directors will provide a by-name list of completed requirements to the respective local SAUSHEC GME Offices of the Uniformed Service of the graduate- i.e. the BAMC GME office for Army graduates and the WHMC GME office for Air Force graduates by 5 May 2002.


2.  Program Directors are encouraged to assist all SAUSHEC housestaff in making timely progress on their research projects.  The POCs regarding this memo are COL Daniel F. Battafarano, SAUSHEC Associate Dean for GME at BAMC, at 916-2222/3745, Col William Clark, SAUSHEC Associate Dean for GME at WHMC, at 292-5623/5613 or COL John Roscelli, Dean, Military Professional Education, SAUSHEC, at 292-5097.


Encls
---original signed---


as
JOHN D. ROSCELLI



Colonel, USA, MC


Dean, Military Professional         


  Education, SAUSHEC    






  

  


DISTRIBUTION:  


Program Directors, 


  SAUSHEC Medical Corps Residency/Fellowship Programs 


  Chiefs/Chairman, Departments/Services 


CF:


Commander, BAMC, FSH, TX


Commander, 59th Medical Wing, LAFB, TX 


Director, Medical Education, BAMC 


Director, Medical Education, WHMC


SAUSHEC RESEARCH REQUIREMENTS FOR MEDICAL CORPS TRAINEES


FOR SAUSHEC GRADUATION 2002 (S: 4 May 2002)

I.  Categories:  

A.  Original Research - bench lab, animal, clinical epidemiologic


B.  Case Report


C.  Literature Review


D.  Medical threat assessment


E.  Community survey/needs assessment


II.  Requirements:

A.  Approval of project by training program director.  See score sheet.


B.  Approval of original research by any appropriate committees (IRB or IACUC).


C.  Performed during housestaff training years (majority of work; thus could continue project started during medical school, internship, or general medical officer assignments if majority of execution of research or review occurred during SAUSHEC housestaff assignment.


D.  Major contributor to projects with multiple co-investigators; the housestaff graduate should be a contributor of at least 30% of the total project for original research.  Should be a contributor of at least 50% of the total project if writing case report or conducting a literature review.


E.  Project or phase of project should be a completed work.  (Proposals for a project are not a substitute for meeting the requirement).


F.  Majority of project performed in military hospital.  Exceptions to be approved by program director.


III.  Manuscript Guidelines:

A.  Written using uniform requirements for manuscripts submitted to biomedical journals.


B.  Author should also submit specifications on method used to conduct literature review.  Papers with fewer than five references should have method used for literature review carefully scrutinized.


C.  Minimum length 3 typed pages.  Anything less should be carefully evaluated for substance and quality to determine if adequate effort has gone into the project.


D.  Quality of written report to include figures, tables, illustrations should be suitable for submission for publication.  Papers with spelling and grammatical errors or in need of significant revision for clarity of presentation should be returned to the author for correction in order to meet the graduation requirement.


E.  Housestaff should not work together on the same paper to meet this requirement.


IV.  Review of Papers Submitted for SAUSHEC Medical Corps Graduation Requirement:

A.  Passing score of 60 required (see score sheet).


B.  Evaluation to be conducted by training Program Director.


C.  One copy of the research paper and evaluation score sheet will be maintained by the Program Director in the Training Folder of the Resident.


D.  A list of names of completed requirements will be provided to the Medical Education Office, BAMC (for Army graduates) or Medical Education Office, WHMC (for Air Force graduates) NLT 4 May 2002 by the Program Director.


Rev. 12/01


SAUSHEC MEDICAL CORPS RESEARCH REQUIREMENTS FOR GRADUATION 2002


SCORE SHEET


Total Percentage Points: 100% 


A grade under 60% is considered unsatisfactory.

Score

1.  Originality (10 pts)

1
2
3
4
5
6
7
8
9
10

_____          

Comments:


2.  Discussion of Literature Review/Quality of Introduction (10 pts)

1
2
3
4
5
6
7
8
9
10

_____


Comments:


3.  Experimental Design of Clinical or Animal Research/Case Reports/Chart or Subject Review (10 pts)

1
2
3
4
5
6
7
8
9
10

_____           

Comments:


4.  Data Analysis/Results/Graphics  (20 pts)



1   2   3   4   5   6   7   8   9   10   11   12   13   14  



15  16   17  18  19  20






_____
           

Comments:


5.  Quality of Discussion (20 pts)

1   2   3   4   5   6   7   8   9   10   11   12   13   14   


  15  16  17  18  19  20






_____           

Comments:


6.  Effort required to design and execute study (10 pts)

1
2
3
4
5
6
7
8
9
10

_____
           

Comments:


7.  Scientific merit/significance of work (10 pts)




1
2
3
4
5
6
7
8
9
10

_____


Comments:


8.  Style (Sentence structure/grammar/clarity of thought) (10 pts)

1
2
3
4
5
6
7
8
9
10

_____

Comments:


TOTAL =
_____



PROGRAM DIRECTOR:_____________________________________


Signature


Date


Rev. 12/01
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S:  7 April 2003


MCHE-CI








 1 December 2002


MEMORANDUM FOR:  SAUSHEC Program Directors

SUBJECT:  2003 Commanders’ Research Awards Competition   

1.  The requirements for the 2003 Commanders’ Research Awards Competition is enclosed.  The competition is open to San Antonio Uniformed Services Health Education Consortium (SAUSHEC) Medical Corp, Oral Surgery, and University of Texas Health Science Center-San Antonio (UTHSCSA) integrated program graduates.  


2.  The awards will be presented at the SAUSHEC Graduation Ceremony on 6 June 2003.  Separate awards will be presented to Residents and Fellows.  Only one submission per contestant is permitted in each of the following categories: 



a.  Clinical and/or epidemiological study.



b.  Basic laboratory science or basic science using an animal model.


3.  SAUSHEC Program Directors will ensure that contestants submit the following thru their Program Director, to the Chief, Department of Clinical Investigation, BAMC, or Commander, 59th Clinical Research Squadron, WHMC, NLT COB 7 April 2003: 



a.  Original manuscript with title page including the author’s name and category of research--basic science/animal model or clinical research—and only one paper in each category.  Please note that case reports and literature reviews are not eligible for the research award.


b.  Six (6) blinded copies of the manuscript, no title page. 


c. Score sheet (1) signed by the Program Director.  



NOTE to all CONTESTANTS and ALL PROGRAM DIRECTORS:  7 APRIL 2003 is an absolute deadline.


4.  The manuscripts will be reviewed and judged by a panel of faculty representatives from BAMC and WHMC.  Reviewers will numerically score blinded copies of the manuscripts.


MCHE-CI


SUBJECT: 2003 Commanders’ Research Awards Competition


5. Program Directors are encouraged to assist all SAUSHEC Medical  


Corps housestaff, Oral Surgery, and UTHSCSA integrated program graduates in making timely progress on their research projects.



a.  The POCs for BAMC are:



LTC Michael J. Morris, MC



Chief, Research Consultation Service



Department of Clinical Investigation



Phone:  916-4495 or 916-3511



COL Jenice N. Longfield, MC



Chief, Department of Clinical Investigation



Phone: 916-3511 or 916-0605


b. The POCs for WHMC are:



 
Joseph Schmelz, Ph.D.




Chief, Protocol Support Flight




59th Clinical Research Squadron (59CRES)




Phone:  292-5687




COL Willard Mollerstrom, MC 




Commander, 59TH Clinical Research Squadron (59CRES)




Phone:  292-7141/7069.








   ----SIGNED------ 


Encls
JOHN D. ROSCELLI   


as 

Colonel, USA, MC


Dean, Graduate Medical Education, SAUSHEC

DISTRIBUTION:  


   Program Directors, SAUSHEC Residency/Fellowship Programs 


   Chiefs/Chairman, Departments/Services 


CF:


Commander, BAMC, FSH, TX 


Commander, WHMC, Lackland AFB, TX

COMMANDERS’ RESEARCH AWARDS 2003

Requirements for Research Contest: 


S:  7 April 2003

I. Original Research:



A. Bench lab, animal, clinical, or epidemiologic is acceptable. 


(Note:  Case reports and literature reviews will not qualify.)  


B.  The intent is to reward those who go through the process and effort it takes to conduct original research: design study, write protocol, go through approval process, conduct study, analyze data, interpret results, and write manuscript.


II.  Housestaff Entrant:

Must be a SAUSHEC graduating physician, Oral Surgeon, or UTHSCSA civilian physician in a SAUSHEC integrated program.  

III. Work should be done in a SAUSHEC affiliated hospital.  Exceptions require approval by the Program Director and Dean, Military Professional Education, SAUCHEC.


IV. Minimum percentage contribution by housestaff entrant will be 

50% and housestaff investigator should be first author on paper published.  Only one housestaff member of an investigation team may submit a paper for competition.

V. Awards:  Residents and Fellows will receive separate awards for 

1st, 2nd, and 3rd place.


VI. Categories:  Only one paper per contestant may be submitted in 


each category.  Research manuscripts will be submitted in the following categories:   


A.  Clinical and/or epidemiologic study (one submission only).


B.  Basic laboratory science or basic science using an animal model (one submission only).


VII. Scoring: See attached Score Sheet.  Attach the Score Sheet to 


the Original Copy of the manuscript.  The Title Page will include the authors’ names and category of research. 


VIII.  Submission Requirements NLT 7 April 03:  Original Copy of the manuscript w/Score Sheet AND six (6) additional blinded copies--


no Title Pages:  


THRU: Program Director 



TO:  Chief, Department of Clinical Investigation, BAMC--all BAMC physicians/Oral Surgeons  


TO:  Commander, 59th Clinical Research Squadron, WHMC--all WHMC physicians/Oral Surgeons/UTHSCSA civilian physicians in integrated programs  


Rev. 10/02


COMMANDERS’ RESEARCH AWARDS 2003

SCORE SHEET


Total Percentage Points: 100 Pts.



Score

1.  Originality (10 pts)


1
2
3
4
5
6
7
8
9
10

     ____    

Comments:


2.  Discussion of Literature Review/Quality of Introduction (5 pts)
1

2

3

4

5


     ____


Comments:

3.  Experimental Design  (10 pts)

1
2
3
4
5
6
7
8
9
10

     ____


Comments:


4.  Data Analysis/Results/Graphics  (20 pts)


1   2   3   4   5   6   7   8   9   10   11   12   13   14       


  15  16  17  18  19  20 


           
    

____


Comments: 

5.  Quality of Discussion (20 pts)

1   2   3   4   5   6   7   8   9   10   11   12   13   14      


  15  16  17  18  19  20



      
         
____


Comments:


6.  Effort required to design and execute study (10 pts)




1
2
3
4
5
6
7
8
9
10

    
____


Comments:


7.  Scientific merit/significance of work (10 pts)


1
2
3
4
5
6
7
8
9
10

    
____


Comments:



8.  Style (Sentence structure/grammar/clarity of thought) (10 pts)


1
2
3
4
5
6
7
8
9
10

    
____


Comments:

9.  Military Relevance (0-5 pts)


0
1

2

3

4

5

    
____


Comments:

     TOTAL = _____

PROGRAM DIRECTOR:______________________________________


Signature


Date


Attach Score Sheet to Original Copy of the manuscript and Title Page, including the Author’s Name and Category of Research.  Submit with six (6) additional blinded copies of the manuscript--no Title Page, NLT 7 Apr 03

THRU: Program Director 


TO: Chief, Department of Clinical Investigation, BAMC (for BAMC physicians and oral surgeons) 


TO: Commander, 59th Clinical Research Squadron, WHMC (for all WHMC physicians, oral surgeons, and UTHSCSA civilian physicians in a SAUSHEC integrated program) 
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SAUSHEC


EMERGENCY MEDICINE


RESIDENCY

Overview


The San Antonio Uniformed Services Health Education Consortium (SAUSHEC) Emergency Medicine Residency Program in San Antonio, Texas, is a three-year categorical program open to graduates of approved medical schools. The residents primarily operate out of two premier military hospitals located in San Antonio: Brooke Army Medical Center and Wilford Hall Medical Center, each of which is the sole level-one trauma center in its respective service. The residency is designed to assist and promote the resident's development as a highly competent, mature emergency physician, prepared not only for emergency medicine as practiced within the civilian sector, but also for the unique aspects of emergency medicine encountered in the military.  SAUSHEC Emergency Medicine Departments is committed to the teaching and training of residents while always ensuring quality care for the patient. The program provides a well-balanced blend of supervised, on-line patient care (over 100,000 Emergency Department visits at the two centers each year), extensive didactics, and superb off-service rotations designed to solidify the residents' understanding of other specialties as they interact with emergency medicine. As the residents advance through the program, they gradually assume a more active role in teaching, research, and leadership positions within the department.


Brooke Army Medical Center (BAMC) and Wilford Hall Medical Center (WHMC) are both major referral centers within the military system, which offers the residents opportunities to care for a wide variety of patients in an environment of state-of-the-art technology and treatment practices. Both medical centers are extensively involved in caring for the civilian populace, as each facility receives all unstable trauma patients and many unstable medical patients within their respective areas of the city. In addition, by making rotations at University Hospital, the only other level one-trauma center in San Antonio, residents have the opportunity to observe all unstable trauma cases in one of the largest United States cities. 


BAMC, the second largest medical center in the Army, is located on Fort Sam Houston and is the closest major trauma center to the downtown area. As one of the newest Army Medical Centers, opened in April 1996, BAMC provides state-of-the-art technology coupled with a well-designed, spacious Emergency Department. The Emergency Medicine Service extends care to approximately 60,000 patients per year with approximately 30,000 receiving care from residents in the Emergency Department. The remainder is evaluated in the Urgent Care Clinic, which is separately staffed.  The Emergency Department has 11 monitored beds, three trauma bays, and five specialty rooms including ENT, OB/GYN, and orthopedics. The Institute for Surgical Research is located adjacent to BAMC and is the site for much of the Army’s resuscitative and trauma research.


WHMC, located in the southwestern part of San Antonio, is the largest training facility in the Air Force and features 25 other residency-training programs in addition to emergency medicine. WHMC is one of only two pediatric level-one trauma centers for south Texas.  The Emergency Medicine Service extends care to approximately 60,000 patients per year with approximately 38,000 receiving care from residents in the Emergency Department. The remainder is evaluated in the Urgent Care Center, which is staffed by physician assistants. WHMC also oversees the ultra-modern Clinical Investigation Directorate, which assists in all aspects of research and laboratory training. The Wilford Hall Medical Center Emergency Department has been completely rebuilt and now houses a new addition attached to the main hospital. Patient facilities include: three trauma bays, each approximately 200 square feet; a 15-bed high-acuity monitored room; a 6-bed minor treatment room; and areas for suturing, orthopedics, ENT, pediatrics and OB/GYN care.


Off-site Rotations


The education of the residents is further enhanced by rotations at other superb facilities: the New York City Poison Control Center, affiliated with Bellevue Medical Center; the Emergency Medical Services in Austin, which provides an in-depth look at one of the premier pre-hospital care systems in the nation; and finally, a pediatric emergency medicine rotation through Brackenridge Hospital, the sole level-two trauma center in Austin, Texas.  A new rotation for EM-3’s provides a unique operational EM experience at the internationally acclaimed Casualty Care Research Center in Bethesda, Maryland.


Academic Training


Formal and interactive didactics comprise an integral part of the SAUSHEC residency program and are presented in a variety of formats. Morning Report, which is held daily, provides a forum for presenting recent Emergency Department cases and includes discussion by senior residents and staff. Formal Grand Rounds lectures are given weekly throughout the program. These are structured to ensure complete coverage of the emergency medicine clinical practice model over the course of the residents' three year program as recommended by the American College of Emergency Physicians and the Residency Review Committee. In addition to the core lectures, Grand Rounds presentations include Journal Club, Morbidity and Mortality conferences, ECG interpretation, EMS pre-hospital care scenarios, and Emergency Medicine Oral Board Preparatory sessions. Joint conferences are held with the departments of Surgery, Pediatrics, and Internal Medicine to discuss interesting trauma, pediatric, and medicine case presentations. Procedural skills are taught monthly in an animal lab setting. With over nine hours of formal didactics scheduled per week, the SAUSHEC Emergency Medicine residency provides one of the most comprehensive and challenging didactic programs in the country. Formal didactics are further supplemented by a goal and objective oriented reading program designed to reinforce the core curriculum knowledge base. This combination of bedside instruction, formal didactics, and structured reading contributed to the program achieving the third highest score in 2002 and, in 1996, 1997, and 1998, the highest score on the ABEM In-Service Exam. Additionally, graduates have obtained a near perfect pass rate with the American Board of Emergency Medicine (ABEM).


Another unique facet of the SAUSHEC Emergency Medicine residency is observed during the first month of the program. A specially designed orientation month introduces residents to the basic concepts of evaluation and management of emergency patients. This comprehensive series of 25 lectures covers common and emergent problems, which present to the Emergency Department. This lecture series provides residents with a firm foundation in their development as emergency medicine specialists. In addition to the core lectures, APLS, ATLS, and Comprehensive Review in Toxicology courses are also presented.


Curriculum


EM-1
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Curriculum, Cont’d
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Faculty


The Emergency Department staff consists of nearly 30 full-time board certified (or pending board certification) attending physicians providing 24-hour in-department coverage. All of the physicians have completed residencies in emergency medicine. Of interest, several faculty are dual-boarded in emergency medicine and another specialty such as medicine or pediatrics.  Two faculty are fellowship-trained in EMS, one holds an MPH, and, in the summer of 2003, the program will be gaining a toxicologist and an MD/PhD.  Many of the current faculty have also completed the American College of Emergency Physicians Teaching Fellowship. The training background of these physicians is quite varied. Methodist of Indiana, University of Chicago, Madigan Army Medical Center, University of Pennsylvania, Northwestern University, University of Michigan, East Carolina University, Brown University, Carolinas Medical Center, Wright State University and SAUSHEC are included on the list of training programs represented by the faculty. 


Application Information


Eligibility -- U.S. citizenship and a graduate of an accredited U.S. school of medicine.   Graduates from foreign medical schools must possess a standard certificate from the Educational Commission for Foreign Medical Graduates (ECFMG).  Fourth-year medical students, interns,  GMOs, as well as other eligible candidates may apply.  Most of our applicants have an HPSP, ROTC, USMA, or USUHS obligation. Civilian or non-obligated military applications are also accepted.  Acceptance in the program necessitates a military contract and obligation.


Criteria for selection include academic performance in medical school, USMLE scores, letters of recommendation, demonstrated interest in military service, leadership potential, physical, mental, and ethical fitness.


Contact the Army or Air Force GME Offices for more details.


Points of Contact 




Program Director:


Robert DeLorenzo MD, LTC, MC, FS, USA


Phone: (210) 916-1006


Peggy.herring@cen.amedd.army.mil

Associate Program Director


William Gibson MD, LtCol, USAF, MC, FS


Phone: (210) 292-7626



Rebecca.sullivan@59mdw.whmc.af.mil 


Residency Coordinator


Ms. Peggy Herring


Phone: (210) 916-1006


Peggy.herring@cen.amedd.army.mil

Medical Student Coordinators


Army/Brooke Army Medical Center


Clifford Lutz MD, MAJ, MC, FS, DMO, USA


Phone: (210) 916-1006


Clifford.lutz@cen.amedd.army.mil

Air Force/Wilford Hall Medical Center


Joseph L McDaniel MD, MAJ, USAF, MC


Phone: (210) 292-7626


Joseph.mcdaniel@lackland.af.mil

To Schedule an Interview


Ms. Becky Sullivan


Phone: (210) 292-7626


Rebecca.sullivan@lackland.af.mil


Mailing Address: 


SAUSHEC Emergency Medicine Residency


Brooke Army Medical Center, MCHE-EM


3851 Roger Brooke Dr.


Fort Sam Houston, TX 78234-6200


Helpful Links:


SAUSHEC


http://www.saushec.amedd.army.mil/

Air Force


http://www.aetc.randolph.af.mil/

http://afas.afpc.randolph.af.mil/medical/physicianUtilization/default.htm

Army


http://meded.amedd.army.mil/
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WHMC Dictation Instructions:





Dial 292-3678 (listen to prompts)


Enter 6 digit provider code


Enter 1 digit work type (ED Work type is 1)


Enter 7 digit patient register number or 11 digit SSN or trauma number followed by #


Listen for dictation prompt and press 4 to begin dictating


1 – Play�

4 – Dictate�

8 – Mark Conclusion


*8 – Fast Forward�

�

2 – Rewind�

5 – Pause�

*9 – Hang up / Disconnect�

�

3 – Go to End


*3 – Leave Dictation Open�

7 – Go to Beginning�

�

�

End dictation, by hanging up or press 0 for same work type/new patient.





Dictation Protocol:





This is Dr. _____ dictating on behalf of staff physician Dr. _____ an Emergency Dept. treatment summary for patient ______ (spell name,) Hospital number_____.


Date of Treatment


Date of Dictation (be sure to record the time you dictated the chart and check the see dictation block on the chart)


Time of presentation


Time seen


Time of all consults


Time of discharge


Mode of Arrival (EMS, Family, etc.)


Chief Complaint


HPI (Age, sex, date and time of injury, place of accident, location, quality, severity, duration, timing, context, associated S&Sx)


Pre-Hospital Course and Base Station Interventions


ROS (Record Positive and Pertinent Negative Response or state why unobtainable.  Include at least 10 organ systems and areas not directly related to HPI)


Constitutional (fever, weight loss)


Eyes (visual changes, pain)


ENT (congestion, sore throat, sinusitis, Otalgia)


CVS (CP, Palpitations, DOE, PND, Edema, Syncope, Claudication)


Respiratory (SOB, Cough, Congestion, Wheezing, Sputum)


GI (Abd pain, Hematemesis, Melena, N/V/D, Reflux)


GU (Dysuria, Urgency, Vaginal Discharge/Bleeding, Birth Control)


Musc. / Skeletal (Muscle/Joint Pain, Cervical, Thoracic, Lumbar, Sacral Pain or mobility)


Integumentary (Rash, Pruritus, Ulcerations, Breast exam)


Neuro (H/A, Vertigo, Weakness, Numbness, Tingling, Syncope)


Psychiatric (Hallucinations, Stress, Change in sleep patterns)


Heme/Lymph (Abnormal Bleeding, Bruising, Lymphadenopathy)


Immuno/Allergic (Pollen &/or Medication Allergies, Delayed Wound Healing, Frequent Infections)


PMH (If not contributory state as such) (Illness, Surgery, Hospitalizations) (Peds/Newborns:  Prenatal course, Status at birth, Immunizations, Childhood diseases)


Medications


Allergies


Social History (Occupation, Tobacco, EtOH, Drugs, Recent Travel, Living Conditions, Advanced Directives, Marital Status, Sexual History)


Family History (Hereditary Illness/Risk Factors, Age/Health &/or Cause of Death of Parents, Siblings & Children)


Vital Signs (BP, P, Temp, Resp, Pox, Weight)


EXAM: (At least 9 areas/organ systems are required with two findings per each for level 5 chart)





Constitutional�

Cardiovascular�

Musculoskeletal�

�

Eyes�

Breasts�

Skin�

�

ENT�

GI�

Neurological�

�

Neck�

GU�

Psychiatric�

�

Respiratory�

Lymphatic�

�

�




Test Results (Specific Lab and Xray with interpretation and who the interpretation was by and/or statement that you interpreted results.)


ED Course:  Procedures, Medications Given & Effect, Therapies, Interventions & Effects, Observation and Re-examinations with time, findings and vital signs.  Include any consultations and their outcomes.


Critical Care Note (Document Total CC Time with course, serial exams, consents/procedures, thought process, disposition, Condition and VS at time of disposition)


Medical decision making (DDX and discussion),


Clinical Impression (List multiple pertinent diagnoses with most acute first, most likely etiologies, and why you are following a certain plan of action


Disposition (Condition on Discharge/admit/transfer, admit floor, telemetry, ICU, observation


Plan (Give follow up physician, name and specialty, if contacted and why.  Include medications with dosage, frequency and number prescribed.  Discharge instructions given and include this paragraph:


“The patient was given aftercare handouts on _____ and _____ and was instructed to return for _____, _____ or _____ or any further concerns.  They were informed of their follow up with Dr. _____ and voiced complete understanding of the instructions given.  They were released from the Emergency Department in good condition.”


Repeat your name, patient name and number and the staff name


“End of Dictation.”
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DIAGNOSTIC PERITONEAL LAVAGE.doc

DIAGNOSTIC PERITONEAL LAVAGE



BACKGROUND



Introduced in 1964, Diagnostic Peritoneal Lavage (DPL) remains an important evaluation tool for patients with abdominal trauma. Its greatest utility is in the hemodynamically unstable patient with blunt trauma. With the advent of rapid helical CT scans and the increased utilization of the ultrasound FAST exam, DPL has become a much less used tool. However, while its primary use is as a determinant for the need for laparotomy following trauma, it may also be used as a means of treating hypothermia, removing toxins, identifying non-traumatic intra-abdominal sources of hemorrhage and for identifying intra-abdominal infections.   


INDICATIONS



Blunt Trauma: unstable multiple blunt trauma, intoxicated or altered patient, patient with spinal cord injury


Penetrating Trauma: stab wounds, penetrating trauma to sites contiguous with the



[image: image1.png][image: image6.wmf] abdomen (such as low chest, flank, etc.)





CONTRAINDICATIONS



The only absolute contraindication is obvious clinical need for urgent Laparotomy. 


Relative contraindications include prior abdominal surgery, prior abdominal infections, 2nd or 3rd Trimester pregnancy, obesity and coagulopathy, 


EQUIPMENT



Three common techniques are used to perform DPL, these are 1) Fully Open 2) Semi Open and 3) Closed. For either open technique the equipment is identical. For the closed technique, a large bore needle and guidewire are added to the equipment needed. Regardless of the technique, it is wise to be prepared to perform all methods.









[image: image7.wmf]


PROCEDURE



No matter what technique is employed, patient preparation should always include 



decompression of the bladder via foley catheter, decompression of the stomach via NG tube, prep and drape site and generous local anesthesia via lidocaine with epinephrine. Open Technique
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PROCEDURE (continued)



Closed Technique
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Aspiration and Lavage


Once the catheter is in place, the right angle adapter, tubing and syringe are attached and aspiration is attempted. If 100cc of blood is aspirated the procedure is considered positive and terminated. If no or less than 10cc of blood are aspirated, Lavage is initiated. 


One liter of warm Normal Saline or Ringers Lactate (in children 10-15ml/kg) is infused through the catheter. If possible, the patient is rolled from side to side a few times, and the fluid is allowed to flow back into the empty container which has been lowered to below the level of the patient. Return of approximately 70% of the fluid infused is considered an adequate lavage. However, as little as 10-20% of infusate may give an adequate representative sample for evaluation. 10cc is then sent for analysis. It is recommended to leave the catheter in place in the case that re-lavage may be necessary.
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INTERPRETING RESULTS


The lavage is considered positive if any of the following is present: bile or intestinal contents; more than 10ml frank blood aspirated via a syringe from the lavage catheter prior to running in the lavage fluid; after infusion of the fluid, more than 100,000 red cells/mm3 (blunt trauma) or 5000-100,000/mm3 (penetrating trauma); elevated amylase.
*Note: A lavage result positive for blood is not in itself an absolute indication for laparotomy. (Small liver or splenic lacerations may give a positive lavage, but they do not all require surgical repair).


COMPLICATIONS



Procedure site infection, hematoma, dehiscence, sepsis, iatrogenic injury to abdominal contents, improper catheter placement, false negative results, false positive results


CONCLUSION



While CT scan and Ultrasound have become the accepted methods of evaluation of the trauma patient, DPL remains as a useful diagnostic and potentially therapeutic tool. The Emergency Medicine physician must maintain proficiency in the use of DPL. 


� EMBED Word.Picture.8  ���







4-6cm long vertical infraumbilical incision made with #11 blade



Blunt dissection with Army-Navy retractors down to rectus fascia



2-3mm incision made in llinea alba with #15 blade



Towel clips used to grasp and lift rectus fascia prior to insertion of trochar and DPL catheter



Trochar with DPL catheter is passed at 45 degree angle caudad into the opening in the linea alba and through the peritoneum. *In the fully open method the peritoneum  is directly visualized and incised with only catheter entering abdomen



 Trochar and catheter enter and only catheter is advanced into abdomen







	ASPIRATION



















LAVAGE







Algorithm for evaluation of abdominal trauma and proposed role of DPL







Standard Equipment for DPL



Syringe with long small gauge needle for administration of local anesthetic



DPL tubing with right angle connector



DPL Catheter



Trochar



Kelly or other type clamp (ie. Allis)



Towel clamps



#11 Blade for sharp dissection



#15 Blade for opening linea alba



Army-Navy Retractors







Small stab incision may be made below the umbilicus or the needle may be placed directly through the skin in the midline, angled slightly toward the pelvis and advanced into the peritoneal cavity



Guidewire is passed through needle and into the peritoneal cavity, positive control of the guidewire is maintained and the needle removed



 If not done earlier, a stab incision is made at the wire to allow easier passage of the catheter



The DPL catheter is directed into the peritoneal cavity over the wire. The catheter is directed into one of the pelvic gutters and the wire is removed
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CRICOTHYROIDOTOMY.doc

CRICOTHYROTOMY


BACKGROUND



Surgical airways have been described in antiquity. The first tracheostomy was depicted on Egyptian tablet dating to 3600B.C. The first recorded tracheostomy was performed in 124B.C by Asclepiades and the ever present Galen in the 2nd centuryA.D. described tracheostomy as the treatment of choice for airway obstruction. The first successful cricothyrotomy in the United States was performed in 1852. The procedure was successful but the patient later died of tracheal stenosis. In the early days, the mortality rate from tracheostomies was as high as 50%. Over the years with improved technique and improved post-op care, mortality is now at approximately 3%. 



Crocothyrotomy has been shown to be a highly effective, safe, rapid and easy method of securing an airway. Because hypoxic brain injury and death from airway compromise can occur in 3-5 minutes, the Emergency Department physician must be familiar with Cricothyrotomy as a means of rapidly securing the airway and providing oxygen to the patient. 



ANATOMY
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INDICATIONS



Failure of oral or nasotracheal intubation, Massive regurgitation or emesis, Acquired or congenital deformities of the oropharynx, Stenosis of pharynx or larynx, Laryngospasm, Obstructing mass (malignancy), Massive oropharyngeal edema, Foreign body obstruction, Maxillofacial injuries making endotracheal intubation difficult or hazardous, Cervical spine injury or instability, Need for prolonged intubation, or need for definitive surgery on face, neck or upper airway.



CONTRAINDICATIONS



Absolute Contraindications: No contraindications or difficulty with endotracheal intubation, Transection of trachea with retraction of the distal end into mediastinum, Laryngeal fracture or significant damage to cricoid cartilage



Relative Contraindications: Age <5 years, Bleeding disorders, Massive neck size or edema making identification of landmarks difficult, Acute laryngeal disease



EQUIPMENT



Scalpel with #15 or #11 blade, Tracheal dilator or spreader, Two hemostats, Scissors, Tracheal hook, Needle holder, Tracheostomy tube (#5 or #6 in adults) or size 6 or 7 ET tube (cut short), Lidocaine with epinephrine in 10cc syringe with 25 or 27 gauge needle, Skin prep solution, Sterile gauze pads, Suction catheter and Suture for securing tube.



*In a truly emergent and/or field setting the only requirements are a sharp blade and a rigid hollow tube.



PROCEDURE
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SPECIAL SITUATIONS



In patients with extremely large neck or with massive neck swelling, an alternative method for locating the cricothyroid membrane is described. This method uses the Hyoid Bone as a landmark and means of stabilizing the trachea. The key measurement in this technique is the distance from the angle of the mandible to the tip of the chin. The distance from the angle of the mandible to the mentum is divided in half. 


A point is identified on the anterior midline of the neck below the chin (point C) which equals the length of line B’ or one-half the length of line A’. A long 18ga spinal needle is then placed at point C and directed toward the midline so that it will reach an imaginary line connecting both angles of the mandible. The tip of the needle should hit the hyoid bone.


This technique may also be used in infants or children.
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COMPLICATIONS



Early: Bleeding, hematoma, incorrect tube placement, unsuccessful tube placement, prolonged procedure time, subcutaneous emphysema, obstruction, Esophageal perforation, Mediastinal perforation, Pneumothorax, pneumomediastinum, vocal cord injury, laryngeal fracture, aspiration



Late: Obstruction, voice changes, infection, bleeding, persistent stoma, globus sensation, Subglottic stenosis, Tracheoesophageal fistula, Tracheomalacia 



CONCLUSION


Cricothyrotomy is a proven, rapid, safe and effective to gain airway control and provide ventilation and oxygenation in emergent situations. In the appropriate setting, cricothyrotomy is the airway procedure of choice.  



Anterior view with anatomic landmarks necessary to identify to perform cricothyrotomy























Lateral & Anterior view of anatomy indicating the location and identification of the cricothyroid membrane







Skin incision should be Midline/Vertical appx. 



3-4cm in Emergency situations















A Transverse/Horizontal  Stab incision is made through the cricothyroid membrane







After the incision is widened using hemostats, curved Mayo scissors or the blunt end of the scalpel handle, the tracheostomy tube is inserted through the incision and into the trachea with assistance of the hemostats, scissors or scalpel handle or other tracheal dilator 
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APPENDIX A


* Forms contained in Appendix A are the Standard Clinical Competency Forms used to document procedures performed by SAUSHEC Emergency Medicine Residents. These forms are to be completed in the Procedure Lab and turned in to the Residency Coordinator and will be incorporated into the Resident’s file. These forms will provide documentation of procedures performed. Proof of Procedural Competency is required by the Residency Review Committee. 



PAGE  


39









LATERAL CANTHOTOMY.doc

LATERAL CANTHOTOMY



BACKGROUND



Lateral canthotomy and cantholysis (LCC) is a simple procedure used to decompress a compartment syndrome of the orbit. It is most often used in cases of blunt trauma, when bleeding into the retrobulbar space causes an increase in pressure resulting in ischemia to the retina and optic nerve. LCC can be easily performed by the Emergency Medicine physician, and has the potential to save the patient's vision. 


Pathophysiology
The orbit is composed of 7 bones that enclose all but the anterior aspect. Following trauma, the presence of hemorrhage, foreign body or edema can increase retrobulbar pressure. The orbit compensates through proptosis, but the medial and lateral canthal tendons, which attach the eyelids to the orbital rim, limit the forward movement of the globe. As proptosis is restricted, the orbital pressure increases and impedes the optic nerve's vascular supply. If IOP exceeds central retinal artery pressure, retinal ischemia results. In such situations, timely LCC can save visual function. 



[image: image1.png]


INDICATIONS



Primary: Proptosis, Intraocular Pressure >40, Decreased Visual Acuity


Secondary: Afferent Pupillary Defect, Cherry Red Macula, Opthalmoplegia, Nerve Head 
        Pallor, Eye Pain


An elevation in IOP is evidenced by either a tonometry reading greater than 40 mm Hg or a marked difference in globe compressibility on palpation over a closed lid. Tonometry, either with a tonopen or a shiotz tonometer is the preferred method of assessing IOP, however this instrument may not always be readily available. Of note, tonometry and globe palpation are contraindicated in patients with a confirmed or suspected open globe injury. If tonometry is not available but a marked globe compressibility difference exists, an LCC should be performed if there is obvious proptosis or presence of Secondary Indications. In the presence of severe maxillofacial injury, proptosis may be difficult to discern and swelling may hinder examination of the globe.



The afferent pupillary defect, or Marcus Gunn pupil, is 1 of 5 secondary indications. It indicates a unilateral lesion of the retina or the optic nerve, and can be demonstrated by the swinging flashlight test. With an intact afferent pupillary system, shining a light in either eye causes rapid bilateral pupil constriction. If an afferent pupillary defect exists, both pupils dilate when the defective eye is illuminated and both constrict when the normal eye is illuminated. This occurs because afferent signals conducted through cranial nerve II from the affected side are compromised, while efferent signals conducted down cranial nerve III (after stimulation of the unaffected eye), are not.



Complete lesions of the oculomotor nerve produce ophthalmoplegia and diplopia. In such cases, the affected eye looks laterally (external strabismus) and downwards because the extraocular muscles supplied by the third cranial nerve are paralyzed, but the lateral rectus and superior oblique remain functional. This is often referred to as a "down and out eye." Ptosis, the drooping of the upper eyelid secondary to the paralysis of the levator palpebrae superioris, is also seen. Visual accommodation is typically compromised, and the pupillary sphincter may be paralyzed, resulting in a non-reactive dilated pupil.



Eye pain is another of the secondary indications for an LCC. Assessment, as with the evaluation of visual acuity, requires an awake patient who is able to communicate the perception of eye pain or a headache.



In the setting of trauma with suspected IOP, a cherry red macula or nerve head pallor suggest the need for LCC. However, these findings are subjective and less reliable than the findings previously listed. If primary indications mandate emergent LCC, the presence of secondary findings emphasizes the urgency of this procedure. If only secondary indications are present, it may not be appropriate to perform the procedure until seeking emergent ophthalmologic consultation.



CONTRAINDICATIONS



Globe Rupture


EQUIPMENT



1. Lidocaine with epinephrine



2. 10cc Syringe with 25ga or 27ga 5/8 or 1.5 inch needle



3. Hemostat or needle driver



4. Iris or suture scissors



5. Forceps



PROCEDURE



Step 1: Clear debris and secretions away from around the lateral canthus and prep the surrounding skin with normal saline to improve visualization and reduce the risk of infection. If the patient is awake, an assistant should stabilize the head and maintain cervical immobilization. Although LCC is no more painful than laceration repair, it can be visually disturbing for the patient, especially if confused.



Step 2: Inject 1-2 cc of 1%-2% lidocaine with epinephrine into the lateral canthus. This provides both pain relief and hemostasis at the time of devascularization and incision.



Step 3: Apply a hemostat or needle driver from the lateral canthus towards the bony orbit to devascularize the area for 30-90 seconds.



Step 4: Remove the devascularizing instrument and cut the demarcated area laterally 1-2 cm in length.



Step 5: Using the forceps, pull the lower lid down to visualize the inferior lateral canthal tendon and cut through this tendon. 


Step 6: After the inferior canthal tendon has been cut, reassess intraocular pressure with a tonometer. If IOP remains >40 mm Hg, then decompression is inadequate. Lift the upper lid and also sever the superior lateral canthal tendon.



[image: image2.png]








Complications
As with any other minor surgical procedure, there is a risk of infection and hemorrhage, as well as mechanical injury of the globe. These complications are rare and respond to therapy, while prolonged retinal ischemia does not. Lateral canthotomy wounds heal well without suturing or significant scarring.



Consultation and follow-up
Ideally, an ophthalmologist would be present to assess patients with orbital trauma when they present to the ED, but this is rarely feasible. Whenever possible, in cases of suspected retinal ischemia, emergency physicians should rapidly involve ophthalmology consultants. As is the case with heart or brain ischemia, more rapid reperfusion leads to better outcomes. The retina may tolerate approximately 2 hours of ischemia before the potential to recover normal vision is lost, but this figure is likely variable. Whether or not an ophthalmologist is available at the time of LCC, any patient who has had an LCC in the ED requires ophthalmology follow-up.



CONCLUSION



Traumatic retrobulbar hematoma is a serious complication that should be recognized in the ED. LCC is a simple, vision-saving procedure that can be performed by Emergency Medicine physicians.



SURGICAL TECHNIQUE



The lower eyelid is anesthetized through the inferior fornix with an injection of approximately 2 mL of 1% xylocaine hydrochloride with a 1:100000 dilution of epinephrine. A 1- to 2-mL bolus of this same solution is instilled into the lateral canthus down to the periosteum. A protective eyelid plate is used over the globe during the dissection.



A lateral canthotomy is performed with a straight tenotomy scissors (Figure A). The inferior crus of the lateral canthal tendon is then incised (Figure B). Little bleeding is usually encountered in this relatively bloodless plane. The orbital septum and the orbicularis oculi muscle are not violated during the dissection.  











A. A lateral canthotomy is performed with a straight tenotomy scissors. �B. The inferior crus of the lateral canthal tendon is incised.�











Expanding retro-orbital hematoma. An expanding hematoma within the orbit increases the intraorbital volume. The globe compensates by proptosis, but is limited by the canthal tendons (see also Fig. 3). Once the globe is maximally displaced, the intraorbital pressure increases.
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PERICARDIOCENTESIS



BACKGROUND



The first blind pericardiocentesis using a trochar was performed in 1840. The first sub-xiphoid approach was first performed in 1911. Blind pericardiocentesis carries a relatively high risk of morbidity (up to 20%). Therefore, while we practice blind sub-xiphoid pericadiocentesis, ultrasound guided pericardiocentesis (morbidity rate of .5-4%) is becoming the technique of choice in all but the most emergent setting.  



INDICATIONS



There are two accepted indications for pericardiocentesis: 1) to diagnose the cause or presence of a pericardial effusion and 2) to relieve Tamponade. Given that diagnostic pericardiocentesis is an elective procedure, the only true indication for pericardiocentesis in the Emergency Department (ED) is the relief of Tamponade.



CONTRAINDICATIONS



No absolute contraindications exist to emergent pericardiocentesis. Relative contraindications to an elective or semi-elective pericardiocentesis include use of anticoagulants, immediately available “better” treatment modalities such as dialysis for uremia or surgery for trauma and no evidence of pericardial fluid on ultrasound/echo or CT.


PERICARDIAL EFFUSION & TAMPONADE



Pericardial fluid collections most often fall into two broad categories alternately  described as Acute or Chronic and/or Traumatic or Non-traumatic and/or Hemorrhagic or Nonhemorrhagic. The distinction is important because the treatment, time course and etiology are quite different depending on the category.



Acute, Hemorrhagic or Traumatic



Causes include penetrating or blunt trauma, coagulopathies and cardiovascular catastrophes (such as aortic dissection, cardiac vessel dissection or ventricular rupture), complications of pacemaker placement and complications of Central Line placement. The hallmark is rapid accumulation of a relatively small amount of blood in the in-elastic pericardial sac resulting in tamponade. Approximately 80-90% of stab wounds to the heart result in tamponade, but only 20% of gunshot wounds. As little as 80 –160 ml of fluid may cause tamponade in this setting.



Chronic, Nonhemorrhagic or Non-traumatic



The etiology for this category is extremely broad. Some causes include: HIV, Myxedema, Serum Sickness, Reiter’s Syndrome, Pancreatitis, Pericarditis, TB, SLE and Malignancy to name just a few. The hallmark is a slow accumulation of fluid, up to 2000ml, resulting in slow stretching of the pericardium with tamponade as a late complication or not occurring at all. The classic EKG finding is Electrical Alternans. 



Tamponade



Increasing effusion results in increased pericardial pressure, which is transmitted to increased myocardial pressure, atrial then right ventricular collapse, narrowing of pulse pressure, elevation of CVP, drop in stroke volume then cardiovascular collapse
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EQUIPMENT



Prepackaged kits are available but are rarely found in the ED. At a minimum the equipment required are: 1) Large syringe 2) Large Needle (18ga Spinal Needle, long 16ga Angiocath). Additional equipment which will assist are: 1)  Ultrasound 2) ECG Machine 3) Brooke Lead (wire with alligator clips to attach to a V lead) 4) Guide wire 5) Pigtail or semi-rigid catheter (6-8 French Cordis).
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APPROACH



Various anatomic approaches are described. Traditionally the anatomic approach most often described and practiced is the Subxiphoid approach. However, based on some studies using echocardiography, the Parasternal approach in the 5th intercostal space is superior in that it allows better direct visualization of vital structures and allows entry of the needle at the point of maximal effusion. Furthermore, the Parasternal approach is associated with less complications and lower rate of cardiac injury. A third approach described is the Apical approach. In the Apical approach the needle is inserted just medial to the palpated cardiac apex. Pneumothorax is a more common complication with this approach.   



PROCEDURE



[image: image15.png][image: image16.png]As with all invasive procedures, an attempt must be made to ensure as sterile a procedure as possible and as great a patient comfort as possible. Skin preparation with betadine and a local anesthetic (if needed) should be used. Be cautious with systemic analgesia and anesthesia due to possible hypotensive effect of many of these medications. 
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Sub-Xiphoid Approach (continued)



The Seldinger guide wire and catheter placement technique is described below.





Parasternal Approach



Parasternal approach in the 6th intercostal space as described previously. 
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FLUID ASPIRATION & ANALYSIS



Ideally, following successful pericardiocentesis, the patient’s hemodynamic status and vital signs should improve. However, if time and situation permits some simple studies can be performed to evaluate the aspirate. Non-clotting blood is indicative of de-fibrinated pericardial blood (however if bleeding is brisk, hemorrhagic pericardial aspirate may clot), the pH of pericardial blood is usually slightly mare acidic than venous blood and the hematocrit of pericardial blood is generally lower than venous samples. 


COMPLICATIONS



Some common complications include: Dry tap, Pneumothorax, Pulmonary vessel laceration, Myocardial laceration, Cardiac vessel laceration, Cardiac chamber laceration, Hemopericardium, Venous air embolism, Dysrhythmias, Flash pulmonary edema and Cardiac arrest and death.  



CONCLUSION



Tamponade should always be considered in the differential diagnosis in any patient with hypotension and shock. Certain populations are at increased risk, such as patients with underlying malignancy, patients on anticoagulants, victims of blunt or penetrating trauma, etc. Tamponade must also be considered in any patient who becomes suddenly hypotensive and unstable, as tamponade may be secondary to aortic or cardiac catastrophe. In many of these settings, Pericardiocentesis may prove to be a life-saving temporizing measure until definitive treatment can be provided.



The needle is withdrawn and replaced with a soft, multihole pigtail catheter using the Seldinger technique. After dilating the needle track, the catheter is advanced over the guidewire into the pericardial space. 



Successful aspiration of fluid (even the first, relatively small amount) should result in rapid improvement in blood pressure and cardiac output, with a decrease in atrial and pericardial pressures, a simultaneous decrease in the degree of any paradoxical pulse, and a decrease or disappearance of any electric alternation. 











B. The hub of the needle is then depressed so that the needle points toward the left shoulder. Using a slow, cautious turning action of the fingers, the needle is advanced about 5 to 10 mm until fluid is reached. 











C. The fingers may sense a distinct "give" when the needle penetrates the parietal pericardium. Successful removal of fluid confirms the needle's position. The syringe is then disconnected from the needle and the flexible tip of the guidewire is advanced into the pericardial space, ideally under ultrasound or fluoroscopic guidance. 











Drainage of pericardial fluid is the definitive treatment of cardiac tamponade. Removal of even a small volume of fluid can rapidly improve blood pressure and cardiac output, and may ultimately prove to be lifesaving. 



The pericardium can be tapped from almost any reasonable location on the chest wall. However, for the usual “blind” pericardiocentesis, the subxiphoid approach is most common. Ideally, ultrasound is used to guide needle insertion and the subsequent path of the needle/catheter. The patient may either be recumbent or positioned so that his chest is at a 30-degree angle from the bed.



The needle is then inserted into the left xiphocostal angle perpendicular to the skin and 3 to 4 mm below the left costal margin. The needle is advanced directly into the inner aspect of the rib cage; the depth of perpendicular penetration depends on the amount of overlying soft tissue.
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Subxiphoid Approach –Attach an 18-gauge short-bevel spinal needle to a 20-ml syringe–Aim the needle at the right shoulder or directly cephalad do not sweep right and left to avoid injury to the coronary arteries –Aspirate constantly















•Use of an EKG electrode is often touted and rarely done 







A 16-ga Angiocath (over-the-needle catheter) can be used. Initially, several small side holes can be placed along this catheter using a Number 15 scalpel blade. These holes are placed to reduce the incidence of material clogging the catheter.
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Suggested Algorithm for management of patient with Traumatic Tamponade







Suggested Algorithm for management of patient with Non-Traumatic Tamponade
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Long 18ga Spinal Needle and wire with alligator clip















Pre-packaged kit with finder needle, guide wire, dilator and catheter
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RESUSCITATIVE THORACOTOMY



INTRODUCTION



Overall survival of patients undergoing emergency thoracotomy is between 4 and 33% depending on the protocols used in individual departments. 



The main determinants for survivability of an emergency thoracotomy are the mechanism of injury (stab, gunshot or blunt), location of injury, presence of neurologic function at the scene or in the ED, the presence or absence of vital signs and return of systolic BP after aortic cross-clamping. 



Mechanism of Injury



For penetrating thoracic injury the survival rate is fairly uniform at 18-33%, with stab wounds having a far greater chance of survival than gunshot wounds. Isolated thoracic stab wounds causing cardiac tamponade probably have the highest survival rate, approaching 70%. In contrast, gunshot wounds injuring more than one cardiac chamber and causing exsanguination have a much higher mortaility.



Blunt trauma survival rates vary between 0 and 2.5% and some suggest that thoracotomy for blunt trauma should be abandoned altogether. However, this is an oversimplification. There is a distinct survival rate for patients with isolated blunt thoracic trauma who undergo emergency thoracotomy. This is highest for patients who are severely hypotensive in the emergency room and are exsanguinating from a chest injury. Blunt thoracic trauma causing traumatic arrest in the emergency department should also undergo thoracotomy. Whether this should be extended to those patients arresting in the presence of prehospital emergency services is debatable.



Location of Injury



Almost all survivors of emergency thoracotomy suffer isolated injuries to the thoracic cavity. Cardiac injuries have the highest survival rates, with improved outcome for single chamber versus multiple chamber injuries. Injuries to the great vessels and pulmonary hila carry a much higher mortality. Injuries to the chest wall rarely require emergency thoracotomy but tend to have a good outcome.



The rationale for performing thoracotomy for injury to other parts of the body, such as the abdomen or pelvis, is to cross-clamp the descending aorta and so control exsanguination and redistribute blood flow to the vital organs. Penetrating injury to the abdomen may benefit from this maneuver but thoracotomy for multiple blunt trauma has an almost universally poor outcome.



Presence of vital signs



The presence of cardiac activity, or the amount of time since loss of cardiac activity is consistently related to the outcome following emergency thoracotomy. In one study of 152 patients (Tyburski) survival rates were 0% for those patients arresting at scene, 4% when arrest occurred in the ambulance, 19% for emergency department arrest and 27% for those who deteriorated but did not arrest in the emergency department.



Survival for blunt trauma patients who never exhibited any signs of life is almost uniformly zero. Survival for penetrating trauma patients without signs of life is between 0 and 5%. 



INDICATIONS



While the technique of emergency thoracotomy is fairly standard, the indications for performing surgery remain a source of controversy. 



The following are a suggested set of guidelines for general use. In practice these will vary with local resources and skill availability.


Accepted Indications


Penetrating thoracic injury
- Traumatic arrest with previously witnessed cardiac activity (pre-hospital or in-hospital)
- Unresponsive hypotension (BP < 70mmHg) 



Blunt thoracic injury
- Unresponsive hypotension (BP < 70mmHg)
- Rapid exsanguination from chest tube (>1500ml)


Relative Indications



Penetrating thoracic injury
- Traumatic arrest without previously witnessed cardiac activity



Penetrating non-thoracic injury
- Traumatic arrest with previously witnessed cardiac activity (pre-hospital or in-hospital)



Blunt thoracic injuries
- Traumatic arrest with previously witnessed cardiac activity (pre-hospital or in-hospital)


Contraindications



Blunt injuries
- Blunt thoracic injuries with no witnessed cardiac activity
- Multiple blunt trauma
- Severe head injury



RESUSCITATION



What does and does not happen before and during the emergency thoracotomy is as important as the operative procedure itself. Many patients die because of inappropriate interventions in the prehospital or early in-hospital phase, because of delay in performing thoracotomy and due to poor peri-operative management.



The primary causes of traumatic arrest are hypoxia, hypovolemia due to hemorrhage, tension pneumothorax, and cardiac tamponade. Hypoxic arrests respond rapidly to intubation and ventilation.



Hypovolemia, tension pneumothorax and cardiac tamponade are all characterized by loss of venous return to the heart. External chest compressions can provide a maximum of 30% of cardiac output in the medical arrest situations and are dependent on venous return to the heart. Chest compressions in the trauma patient are wholly ineffective, may increase cardiac trauma by causing blunt myocardial injury and obstruct access for performing definitive maneuvers.



The administration of inotropes and vasopressors such as adrenaline to the hypovolemic patient (who is already maximally vasoconstricted) causes profound myocardial hypoxia and dysfunction.



Management of Traumatic Arrest



Immediate treatment of traumatic arrest is directed at treating the cause of the traumatic arrest.



Hypoxic arrest.



Tracheal intubation is mandatory and should be secured immediately. Ventilation with 100% oxygen should rapidly reverse hypoxic traumatic arrest without the need for further interventions. This is especially true of pediatric head injuries.



Tension pneumothorax.



Relief of tension pneumothorax should be accomplished rapidly either by needle chest decompression or preferably bilateral thoracostomies (as per chest tube insertion). Bilateral tension pneumothoraces may exist and the classic signs of a tension (tracheal deviation, unilateral hyperresonance) may not be present. Tension pneumothoraces should therefore be presumed and bilateral decompression undertaken in all cases of traumatic arrest.



Massive hemorrhage



Performing bilateral thoracostomies has the advantage of identifying major hemorrhage and which side of the chest the major injury is on. This will determine the initial incision for the thoracotomy.



The treatment of massive thoracic hemorrhage is control of hemorrhage, not intravenous fluid therapy. Fluid therapy prior to hemorrhage control worsens outcome in penetrating thoracic trauma (and perhaps all penetrating trauma patients). If there is no response to a small (500-1000ml) fluid challenge, fluid administration should be halted until hemorrhage control is achieved.



Cardiac tamponade



The classic signs of distended neck veins and muffled heart sounds are almost universally absent in traumatic cardiac tamponade. Needle pericardiocentesis may also fail as a diagnostic measure due to blood in the pericardial sac being clotted. FAST ultrasound scan, if available, will indicate the presence of pericaridal fluid. The pericardium may be felt through the left thoracostomy to assess for the presence of tamponade. 



Anesthesia



Patients in traumatic arrest will not require induction of anesthesia prior to intubation and thoracotomy. Patients who are hypotensive but awake will require a modified rapid sequence intubation. Induction of anesthesia may lead to a dramatic loss of blood pressure and care should be taken with the choice of induction agent. Ketamine and/or an opiate (such as fentanyl) may be preferable to the standard intravenous induction agents. Even etomidate may cause a large fall in cardiac output in the hypovolemic patient. Anesthesia may be maintained with an infusion or bolus doses of intravenous anaesthetic. Muscle relaxation is maintained throughout. 



Fluid Therapy



Large-volume fluid therapy should be avoided prior to hemorrhage control. Once hemorrhage is controlled patients will need rapid correction of hypovolemia to refill the heart and restore perfusion to non-vital organ systems. Patients will be cold and profoundly coagulopathic. Blood and component therapy should be warmed and administered rapidly AFTER hemorrhage is controlled. Administration of colloid solutions is not indicated.



Inotropic support



As mentioned above, the use of epinephrine (or other inotropes) is contra-indicated in the presence of hypovolemia.



Inotropes may be required after control of hemorrhage and cardiac repair. Direct myocardial injury, ischemic myocardial injury, acute cardiac dilatation, pulmonary hypertension and mediator release due to global tissue ischemia can all lead to cardiogenic shock which may require inotropic support. 



Equipment:



			APPROACH


			





			Scalpel with 10 blade


			





			Curved Mayo scissors


			





			Rib spreader


			





			 'trauma' shears, rib cutter, T-blade, Gigli saw


			





			


			





			HEMMORHAGE CONTROL


			





			Metzenbaum scissors


			3/0 non-absorbable suture (nylon, polypropene) on round-bodied needles - multiple





			DeBakey vascular forceps (long)


			2/0 absorbable ties (vicryl, pds etc) - multiple





			DeBakey aortic clamp


			Laparotomy packs





			Vascular clamp (large & small)


			Teflon pledgets - small. (10)





			Mosquito clamps 


			Assorted Foley catheters





			Long & short needle holders


			Skin Stapler





			


			





			High volume, high-displacement suction 
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HEMMORHAGE CONTROL
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Cardiac wounds



Cardiac wounds should be controlled initially with direct finger pressure. Large wounds may be controlled temporarily by the insertion of a foley catheter with inflation of the balloon. The balloon may obstruct inflow or outflow tracts however and it may also lead to extension of the laceration if excessive traction is placed on it. Skin staples are rapid and highly effective. Clamps can be placed across wounds of the atria to control hemorrhage. With extensive cardiac damage it may be necessary to temporarily obstruct venous inflow to allow repair. Take care not to miss posterior cardiac wounds. Examination of the posterior surface of the heart requires displacing it anteriorly.


Cardiac wounds can be directly sutured using non-absorbable 3/0 sutures such as nylon or polypropene. Teflon pledgets, if available, may be used. With wounds in the region of the coronary vessels, mattress sutures are used to avoid obstructing coronary flow. Atrial wounds are sutured using a continuous or simple interrupted technique.
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Great vessel injuries



Small aortic injuries can be sutured directly using the 3/0 non-absorbable suture. Larger injuries, especially to the arch may require temporary digital occlusion and insitution of cardiac bypass. 



Access to the vascular structures of the superior mediastinum is difficult with an anterolateral thoracotomy. The sternum may have to be split in the midline to control hemorrhage from subclavian and innominate vessels. Temporary control is achieved with digital pressure by inserting a hand into the thoracic cavity and placing direct pressure on the bleeding vessel or proximal & distal clamp application prior to definitive repair.
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Pulmonary & Hilar injuries


Massive hemorrhage from the lung or pulmonary hilum can be temporarily controlled with finger pressure at the pulmonary hilum. This may be augmented by placement of a large clamp across the hilum. This can however cause laceration of the pulmonary veins when used emergently. An alternative is to tie off the pulmonary hilum using tracheal tube tie or tape from a laparotomy pack. 



Acute occlusion of the pulmonary hilum often leads to immediate acute right heart failure. This needs to be recognized early and managed with only partial or intermittent occlusion of the pulmonary hilum.



Lesser hemorrhage from the lung parenchymas can be controlled with a temporary clamp. 



Internal cardiac massage



In traumatic arrest, internal cardiac massage should be started as soon as possible following relief of tamponade and control of cardiac hemorrhage. A two-handed technique produces a better cardiac output and avoids the low risk of cardiac perforation with the one-handed maneuver.





[image: image6.png]


COMPLICATIONS


Multiple complications are possible and usually are related to the underlying injury necessitating the thoracotomy. Three potential post-thoracotomy complications include: Thoracic Sepsis, Persistent Vegetative State and Injury to the Resuscitative Team. Thoracis sepsis or wound infections are rare and can be further reduced by administration of a course of antibiotics following the procedure. Neurologic sequelae are also rare. 80-90% of long term survivors will obtain full neurologic recovery.  Transmission of blood-borne pathogens via mucosal contact, needle stick or lacerations is a real threat in this setting. Situational awareness is paramount and universal precautions must be adhered to in order to reduce the threat to the health care team. 


CONCLUSION



Emergency Medicine physicians must possess the skills and knowledge necessary to perform emergency thoracotomy and manage the patient. However, depending on your situation not all candidates for thoracotomy will receive this procedure. If surgical backup is not available and the patient can not be transferred to the OR for definitive management within 30 minutes, it is undesireable to perform ED Thoracotomy.  



Approach



A supine anterolateral thoracotomy is the accepted approach for emergency department thoracotomy. A left sided approach is used in all patients in traumatic arrest and with injuries to the left chest.



Gaining access to the thoracic cavity should take no more than 1-2 minutes. After rapid skin preparation, a skin incision is made in the 5th intercostal space from the border of the sternum to the mid-axillary line. This is continued down through subcutaneous tissues to reach the intercostal musculature. 



The intercostal muscles are incised with a combination of scalpel, heavy scissors and blunt dissection. Take care not to lacerate the lung at this stage. Insert the rib spreaders between the ribs and open.



If the thoracotomy has to be extended to the other side of the chest, repeat the thoracotomy on the other side. To divide the sternum, a large pair of trauma shears, Gigli saw, Rib Cutters or T-Blade/osteotomy knife and hammer will easily go through the sternum.











Examples of hemorrhage control in cardiac wounds







STAPLES











MATTRESS SUTURES







Aortic cross-clamping



The rationale for clamping the aorta is to redistribute blood flow to the coronary vessels, lungs and brain, to reduce exsanguination from injuries in the lower torso. 



The efficacy of the aortic cross clamp in improving perfusion of the coronary arteries and brain is unclear however. Over-zealous fluid replacement with the aortic clamp in place may lead to a significant rise in afterload and precipitate cardiac failure. Organs distal to the clamp will become ischemic and this includes the spinal cord when the clamp is placed higher, at the aortic isthmus. Clamp time should ideally be 30 minutes or less. On removal of the clamp there is reperfusion of the ischemic lower torso, and products of anaerobic metabolism and activated inflammatory mediators are released back into the system. 



Cross-clamping of the descending thoracic aorta should possibly be reserved for patients with potential exsanguinating injuries to the distal torso.



Cross-clamping is done ideally at the level of the diaphragm, to maximize spinal cord perfusion. Otherwise just below the left pulmonary hilum. The lung is retracted anteriorly and the mediastinal pleura incised. Blunt dissection is used to separate the aorta from the esophagus and prevertebral fascia. This dissection should be enough to place a clamp across the aorta but not complete, to avoid avulsing aortic branches supplying the cord and thorax. 











Relief of tamponade



The pericardium is opened longitudinally to avoid damage to the phrenic nerve, which runs along its lateral border. It is difficult to visualise the phrenic nerve in the emergency thoracotomy. Make a small incision inthe pericardium with scissors and then tear the pericardium longitunidally with your fingers - this will avoid lacerating the phrenic nerve. Evacuate any blood and clot from the pericardial cavity.











Cross-clamping for control of subclavian bleeding is time consuming and impractical in the ED. Direct pressure in the apical pleura from below and in the supraclavicular fossa from above is the most effective means of hemorrhage control.











After opening the pericardial sac and delivering the heart, the ventricles are compressed using the palms of the hands squeezing gently from the apex to the base. *Avoid excessive pressure with the fingertips or pulling and lifting the heart
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EMERGENCY TRANSVENOUS PACING



BACKGROUND



The first attempts at restimulation studies were conducted in 1700. Transvenous pacing was successful in the canine model in 1951. In 1952 the first transcutaneous cardiac stimulator was used. Not until 1959 was the first human transvenously paced and not until 1965 was the first bedside tansvenous pacer placed. In 1973 the first flow-directed balloon-tipped catheters were developed. 



INDICATIONS








Bradycardias Without MI




Second-Degree Heart Block




Third-Degree Heart Block




Atrial Fibrillation with slow Ventricular response




Symptomatic Sick-Sinus Syndrome




Symptomatic Sinus Bradycardia




Sinus Arrest



Bradycardias With MI




Symptomatic Sinus Node Dysfunction




Mobitz II Second and Third Degree Heart Block




New Left Bundle Branch Block




New Right Bundle Branch Block w/left axis deviation




Bifascicular Block




Alternating Bundle Branch Block



Trauma with hypotension & unresponsive Bradycardia



Malfunction of Implanted Pacemaker



Failure of Transcutaneous Pacing



Asystolic Arrest 



Tachycardias



Supraventricular Dysrythmias



Ventricular Dysrythmias



CONTRAINDICATIONS



Severe Hypothermia and Bradycardia. Pacing may cause V-Fib



SITE SELECTION



Primary is Right IJ, Secondary is Left Subclavian. Additional sites include Right Subclavian, Right Femoral, Brachial, etc.



PACING CATHETER



Pacing is accomplished by means of a bi-polar catheter. Two types are commonly used in the ED. 1) Balloon tipped, flow directed catheter and 2) Semi-rigid non-flow directed. All have a positive (proximal) and a negative (distal) electrode. The distal or negative electrode is the stimulating electrode located at the tip of the catheter. This electrode attaches to the V lead.



PACING GENERATOR



There are several types of temporary transvenous pacers. Most have the capability for dual chambered pacing. Pacers and pacing modes are identified by a five character code (see table). The goal in the E.D. is to enhance cardiac output by stimulating Ventricular contraction. Therefore, in the Emergency Department a pacer in the VOO or VVI mode best serves our purpose.  
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PACEMAKER PLACEMENT 



A pacer can be “floated” with or without EKG guidance. If EKG guidance is used, the distal electrode is attached to a V lead (commonly V1, V4 or V5). As the tip of the pacer wire travels toward the Right Ventricle, the QRS complex morphology will change in relation to position and direction of depolarization through the Myocardium. If the sum of electrical forces move away from the pacer tip, the complex will be negative.
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IMPROPER PLACEMENT



If advanced too far, a noticeable change in morphology will be noted. Improper placement may be into the Inferior Vena Cava or into the Pulmonary Artery.
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TESTING THRESHOLD & SENSING



On initial placement of the pacer, the output is set to the maximum milliamps to ensure capture. Once capture is obtained and the heart is being paced Output must be decreased to minimum possible. The minimum current necessary to obtain capture is termed Threshold. Ideally this is <1mA. A Threshold in this range indicates good catheter contact with the endocardium. 



To test threshold, the pacing generator must be in full demand mode with a set rate greater than intrinsic rate. The Output amperage should be slowly decreased until capture is lost. This process should be repeated several times ensuring a consistent value. If upon repeat measurements, the values differ by >20% the pacer must be repositioned due to the fact that severe dysrythmias may result if the pacer fires during a period of repolarization. Once a consistent value has been reached, this value should be increased by 2-3 times the Threshold value to ensure consistent capture (usually between 2 and 3 milliamps).  



Sensing is tested by placing the pacer generator in demand mode and full capture then decrease the rate until the patient’s intrinsic rhythm takes over.



FINAL ASSESSMENT



After testing the function and Threshold of the pacer, suture the catheter in place. Note the depth of the catheter, coil excess catheter and cover with a large sterile dressing such as opsite. Re-confirm function, capture and threshold and obtain Chest X-ray to confirm placement and evaluate for complications. Constantly re-evaluate patient status.



**To avoid an embarrassing Pitfall, ensure the sterile accordion-like catheter cover (or “swandom”) is on pacing catheter prior to floating the pacer.**



POSSIBLE COMPLICATIONS of PACER PLACEMENT



Arterial puncture, venous thrombosis, thrombophlebitis, veinous laceration and hemothorax, pneumothorax, phrenic nerve injury, guide wire fracture with embolization, guidewire knotting, dysrythmias, misplaced catheter, ventricular perforation, hemopericardium, rupture of chordae tendinae, catheter fracture and catheter knotting.  



1. Above the heart with majority of electrical conduction away from tip of pacer wire. QRS complex negative and small.



(







2. Above atrium. Note slightly bi-phasic QRS and slightly larger negative P-wave.







(







3. In Atrium. Larger but still negative P-wave. Slightly more bi-phasic QRS.







(







8. Tip of Pacer Wire against wall of Right Ventricle. Note extreme ST-elevation. This is the “pattern of injury” QRS indicating proper placement.



(







4. Very large negative P-waves. Much smaller negative QRS complex. Depolarization is progressing away from pacer tip.



(







7. Through the Tricuspid and into Right Ventricle.   P-wave small & upright. QRS very large.



(







6. Lower atrium, near Tricuspid valve. P-wave smaller and now upright. Normal appearing QRS.



(







5. P-waves become larger and bi-phasic. QRS larger and slightly bi-phasic.



(







Passage into the inferior Vena Cava with change in P-wave morphology and size and small QRS.



(











Not inverted P-waves and bi-phasic QRS without injury pattern.



(







PACER BOX















RATE CONTROL 







SET RATE



Rate must be set to a rate greater than the intrinsic rate







OUTPUT



Indicates the total electrical current delivered to myocardium







SENSITIVITY



Indicates the level at which Ventricular depolarizations are sensed. Low or no sensing turns pacer into asynchronus mode and paces regardless of intrinsic electrical activity of the heart (desired mode for ED pacing)







MODE



VVI here. VOO, VVO, DDD suitable as well. *Key is any maode which paces the Ventricle.







DEFAULT MODE



“Emergency” mode is DDD for this model 
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TUBE THORACOSTOMY



INTRODUCTION



Done to relieve abnormal collections of air or fluid in the Pleural space, Tube Thracostomy is a commonly performed and effective intervention.


Described first by Hippocrates as means of draining empyema by means of metal tubes, it was not until the 19th Century that modern methods of chest drainage were developed. It was not until World War II that closed chest drainage was used in the treatment of Thoracic trauma. During the Civil War mortality following thoracic trauma was 63%, in World War I it was 25% and in World War II only 12%. The increased use of chest tubes as the wartime treatment of thoracic trauma played a significant role in decreasing mortality secondary to chest injury. 



INDICATIONS



Pneumothorax, Hemothorax, Hemopneumothorax, Tension Pneumothorax, Open Pneumothorax, Chylothorax, Drainage of Empyema, Drainage of Effusion, Post-operative Thoracotomy


CONTRAINDICATIONS



Contraindications are relative and there are no absolute contraindications for chest tube placement in the patient who is compromised. 



Relative contraindications include Multiple adhesions and blebs, Recurrent pneumothorax requiring surgical treatment or pleurodesis, Pleural scarring, Bleeding or coagulation disorders, Need for immediate open thoracotomy as in post-traumatic cardiac arrest


EQUIPMENT


Chest Tube Tray may include: Sterile towels, Gauze pads, Towel clips, 10 or 20cc syringe and needles for local anesthetic infiltration, Large Suture scissors, Large Mayo scissors, Kelly clamps, Needle holder, 0 or 1-0 silk sutures on cutting needles, #10 Scalpel or scalpel blades, Knife Handle, Forceps, Betadine solution, Xeroform or Petrolatum Gauze, Lidocaine with epinephrine, Pleur-a-vac or Heimlich Valve, Cloth tape, Benzoin, Chest Tubes (28-36 French for adults & 16, 20, 24 French for children)


Chest Tube Selection


In adults a size 20 to 32 French is adequate for simple Pneumothorax and/or a small 8 French chest tube or “dart” may be placed for pneumothorax alone. For traumatic Pneumothorax or Hemothorax a minimum adult size is 36 French.



For pediatric patients multiple formulas exist to estimate size, however a 16, 20 or 24 French tube is adequate.


TECHNIQUE



Location: While the second intercostals space may be used, the 5th intercostal space mid-axillary line is site of preference. Given the fact that intra-thoracic blood is free of fibrinogen (which is why it is suitable for auto-transfusion) a tube anywhere in the pleural space is adequate for draining a hemothorax. 


Preparation & Anesthesia: Elevate the head of the bead slightly to limit the upward movement of the diaphragm and intra-abdominal contents. Use Lidocaine with or without epinephrine liberally at the incision site, along the tract of dissection, on and over the rib and at the pleura. Administer appropriate IV analgesic and sedative as the situation allows.


Insertion: The tube should be directed toward the apex and posteriorly. Measure the distance from insertion site to apex on the outside of the patient’s body and place a clamp at this point on the chest tube. The clamp will serve as a marker so that the tube is not advanced too far or not far enough. It will additionally serve to stop excessive egress of fluid and blood upon tube insertion. Make an adequate incision, bluntly dissect over rib, enter pleural space with clamp (be cautious not to advance the clamp to far into the thorax as damage to underlying structures may occur), spread the clamp and remove. Next carefully place a finger into the pleural space and sweep to confirm location and break adhesions (be cautious at this step, fractured ribs with jagged bony edges or sharp metal fragments or foreign bodies may injure the operator). Insert tube.


[image: image1.png]


Securing the Tube



Various techniques exist to secure the chest tube. Partial closure of the incision with stay suture placement and wrap, mattress suture and purse-string suture with sandle-wrap are all suitable means of securing the chest tube. An important factor is to ensure little to no tube movement or migration. Additionally leave ample suture material available to close incision upon removal of the chest tube. It is best to use 0 or 1-0 silk suture to tie the tube in place, Xeroform or Vaseline gauze at the base of tube to assist with reducing potential air leak and then ample tape placement for further security.  
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Note: Chest tube placement must be confirmed by Chest Film. It may be more practical to obtain films prior to final dressing placement.


SUCTION & DRAINAGE



Successful placement of the chest tube is only a part of the overall treatment. Providing a means of suction and drainage are extremely important. All chest tubes should be placed on suction initially at -20cm water pressure. This is easily done via the Pleur-E-Vac or other commercially available system. Suction provides enhanced negative intrapleural pressure and is required to re-expand the collapsed lung. 



Drainage can be provided by many methods. The simplest method is the underwater seal device. A single bottle/container is used. A portion of the bottle is filled with water. The chest tube is connected to another tube, the end of which is approximately 2-4 cm below the surface of the water in the bottle. The water provides a seal against the entrance of air into the chest and also allows for egress of fluid or blood. Additional bottles may be placed in series to allow for additional drainage and to provide the desired 20cm water pressure. In the recent past glass bottles were used (and in many parts of the world still are). The Pleur-E-Vac has replaced the multiple glass bottle system. It provides water seal, a means to apply suction at -20cm water pressure and contains a drainage chamber   clearly marked to allow measurement of chest tube output. If no Pleur-E-Vac is available a Heimlich Valve may be attached to the chest tube and provides an effective means of drainage of air but is not recommended for fluid/blood drainage. A Heimlich valve is also ideal when transporting a patient with a chest tube via aircraft.    





[image: image7.png]


COMPLICATIONS



Overall rare but may include infections such as pneumonia, empyema, cellulitis or osteomyelitis; bleeding problems such as hematoma, intercostals vessel laceration, pulmonary or great vessel injury; iatrogenic trauma such as lung injury, solid organ damage, nerve injury or rib fracture; other complications such as persistent air leak, dislodgement of tube, blockage or clotting of tube, subcutaneous tube placement or intra-abdominal tube placement.



Note: Prophylactic antibiotics are not indicated following chest tube placement for isolated pneumothorax. However, in penetrating chest injuries or in patients with other associated injuries which increase the risk of infectious complications, prophylactic antibiotics with coverage for Staph aureus and gram negative organisms has been shown to reduce the risk of pneumonia and empyema in some studies. 


CONCLUSION



Tube thoracostomy is a highly effective and technically uncomplicated procedure commonly performed in the Emergency Department. While Emergency Medicine physicians do not manage the patient with the chest tube, a thorough understanding of the the procedure, its purpose and potential complications is necessary.


Example of securing the tube with a purse-string suture and sandle wrap around tube







On removal of the chest tube sutures are cut as needed. Tube removed then tied with adequate tension to close incision and prevent air leak







Stay suture with wrap to secure tube











Mattress suture with wrap to secure tube 











Example dressing after chest tube placement











Secure and ample taping is very important 







Heimlich Valve



Attached to the end of a chest tube. Allows a one-way flow of air from the chest  
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VENOUS CUTDOWN



INTRODUCTION



Gaining intravenous access is a common procedure but may be difficult in hypovolemic patients or those with difficult veins. When direct cannulation of a vein cannot be performed or is taking too long, a venous cutdown or intraosseous infusion are alternative methods of access to the circulation. 


This procedure exposes the vein surgically and then a cannula is inserted into the vein under direct vision. If no cannulae are available the sterile drip tubing may be inserted directly. The procedure must be performed under sterile conditions to avoid sepsis. 


Overall, venous cutdown is rarely performed. There are two subsets of patients in which it may be performed. The first is the traumatic arrest or severely hypovolemic trauma patient where a cutdown is performed for femoral line placement. Second, the Pediatric patient, however the Intraosseous route takes precedence in this patient population. 


INDICATIONS



Severe hypovolemic shock, percutaneous technique unsuccessful, all accessible peripheral sites have been exhausted


CONTRAINDICATIONS



Less invasive alternatives available, excessive delay required to perform procedure, injury to extremity, coagulation disorders, infection in extremity or near site. 


SITES


In the upper extremity the Basilic vein at the medial aspect of the antecubital fossa is preferred. Some advocate avoiding the leg veins as they are thicker and more prone to thrombosis, phlebitis and infection. In children a cutdown may be performed using either the Basilic vein or Saphenous vein at the ankle. Both have fairly consistent anatomical locations. 
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EQUIPMENT


Sterile gloves, Swabs and sterile drapes, Skin disinfectant, Local anesthetic, Scalpel, Two small curved forceps, Sharp pointed scissors (use scalpel if scissors unavailable), Suture ties/ligatures (2/0 vicryl or silk), Skin closing sutures, IV Cannula


TECHNIQUE


Regardless of the site and vein selected the technique is essentially the same. Improve success by immobilizing the area to be worked on with a padded board (especially in chidren). Be cautious to avoid damaging adjacent structures such as nerves and arteries and avoid transecting the vessel.



Two techniques are described. The first is the “classic” cutdown involving ligation of the vessel. The Second is the “Mini-Cutdown” in which the vessel is directly canulated and not ligated, thus sparing the vessel. In the emergency department setting, the Mini-Cutdown may be the most practical and less time consuming.



Even in the Emergency situation, reasonable precautions must be used to minimize infection. Clean the skin and use the drapes to create a sterile area around the chosen vein. 
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TECHNIQUE (continued)
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TECHNIQUE (continued)
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The MINI-CUTDOWN Technique
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COMPLICATIONS


Hematoma, phlebitis, infection, sepsis, embolization, wound dehiscence and damage to adjacent structures.


CONCLUSION



The venous cutdown has been used for many years as a reliable means of gaining vascular access in unstable patients. It has proven particularly useful in infants and children. However, it has become less practiced recently due to the advent and rapid placement of Intraosseous access and central venous catheter placement. 



Central/Femoral vein Cutdown has come into favor as a means of rapid placement of central lines in severely hypovolemic and/or traumatic arrest patients.  While the location may change, the principles and techniques for the Venous Cutdown remain constant regardless of the site.  



(1) Place a tourniquet proximal to selected site to enhance visualization.



(2) Infiltrate the skin with local anesthetic. 















(3) Make a 1.5 - 2cm transverse incision over the vein.



(4) Bluntly dissect out the vein by opening the forceps in the line of the vein. 











A self-retaining retractor may be used to widen the field.







(5)  Pass two ties under the vein. Tie the distal one, thus sacrificing the vein, to provide traction and prevent bleeding. Do not tie the proximal end at this point. Leave the ends of the ties uncut and long to help stabilize the vein. Hold the ends of the ligatures with the forceps.







Most common sites used are:



1. Great Saphenous Vein at ankle-



 ~2cm anterior to medial malleolus







2. Basilic Vein at elbow –



  2.5 cm lateral to medial epicondyle 	







(6) Stretch the vein slightly and make a small stab incision at a 45o 



angle to expose approximately 1/3 of the lumen. 



Traction placed on the Proximal tie will help decrease back-bleeding.















(7) A small stab incision approximately 1cm distal to the incision and in line with the vein may be made with the scalpel or with the catheter needle. The catheter will then be placed through this incision.











The purpose of this is to allow closure of the incision and reduce infection 







(8) Catheter threaded through stab incision without needle. 











The needle is usually be left in place for addition stability when placing the catheter.







(9) Placing the catheter with the assistance of the venous dilator/lifter. 











This is the most technically difficult aspect of the cutdown.  



The proximal tie is now tied around the catheter to secure in place and then cut 







(10) Proximal and distal ties cut and skin incision closed in simple fashion. Catheter is sutured into place to secure line. 











Skin closure may be omitted depending on circumstance. Antibiotic ointment, sterile dressing and splint are placed.







(1) Site preparation is made as described for the standard technique. Note that no ties are passed or used in this approach although they may be passed and used for stabilization if the operator desires. 







(2) The vein is cannulated under direct vision using a standard large-bore angiocath or needle. A stab-incision may be made or the catheter and needle are placed percutaneously distal to the incision site.







(3) The catheter is then passed into the lumen of the vein. This may be done via Angiocath or over a wire.











(4) Incision closed and catheter sutured in place.
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SAUSHEC EMERGENCY MEDICINE 



PROCEDURE COMPETENCY ASSESSMENT



Ultrasound



Resident (Print)






EM-1



EM-2



EM-3


Date


(Circle One)



Pt ID (Initial & last 4 of SSN): ___________



Animal Lab



Simulator


BAMC



WHMC



UTHSCSA



Other





Indication:  Abdominal Pain    Pelvic Pain/Bleeding    Dyspnea    Flank Pain    Trauma    Cardiac Arrest    Other ________



Study:  Aorta
    Cardiac
  Pelvic Trans Vag/Trans Abd
    Gallbladder
    Renal
        Trauma



Clinical Suspicion: 
 High

Moderate
Low



Physician Findings:



Aorta (Distal Longitudinal & Transverse)


Renal  (Longitudinal & Transverse)



False Lumen

Yes
No


Hydronephrosis

Yes
No



Diameter

_______mm


Renal Cysts

Yes
No



Other Findings

__________


Other Findings

__________



Cardiac (Subcostal, Apical, PSLA, PSSA)


Trauma (RUQ, LUQ, Cardiac, Pelvis)



Pericardial Fluid

Yes
No


Peritoneal Fluid

Yes
No



Wall Motion

Yes
No


Pericardial Fluid

Yes
No



Other Findings

__________


Other Findings

__________



Gallbladder (Longitudinal, Transverse, Portal Triad)

Pelvic (Uterus Longitudinal & Transverse)



Stones


Yes
No


Gestational Sac

_______mm



Sludge


Yes
No


Yolk Sac

Yes
No



Pericholecystic Fluid
Yes
No


Fetal Pole

Yes
No



Sonographic Murphey’s
Yes
No


Fetal Cardiac Activity
Yes 
No



Wall Thickness

_______mm


IUP


Yes 
No



Common Bile Duct
_______mm


Other Findings

__________



Other Findings

__________



Overall Assessment: Resident meets the standard of the medical knowledge and patient care in demonstrating competency in this procedure.     YES             NO     (circle one)



                                                                                                                              (Circle One)



Supervisor (Print)


Signature


EM Faculty



EM-2/3



Other Faculty:



Other Senior Resident:





Upper-level residents signing as supervisor must have their program’s approval to perform and supervise the procedure listed.
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SAUSHEC EMERGENCY MEDICINE 



PROCEDURE COMPETENCY ASSESSMENT



Pericardiocentesis



Resident (Print)






EM-1



EM-2



EM-3


Date


(Circle One)



Pt ID (Initial & last 4 of SSN): ___________



Animal Lab



Simulator


BAMC



WHMC



UTHSCSA



Other





A.  Demonstrates knowledge of Indications:  Does Meet/Does Not Meet Standards (Circle One) 



      1. Acute traumatic hemopericardium



      2. Acute non-traumatic hemopericardium



      3. Non‑hemorrhagic cardiac tamponade



      4. Tension pneumopericardium



      5. PEA



      6. Other (specify):



B.  Demonstrates knowledge of Contraindications: Does Meet/Does Not Meet Standards (Circle One)



1.  Immediate availability of better treatment modality (relative)



2.  Lack of appropriate monitoring/resuscitative equipment (relative)



C.  Properly prepares the patient:  Does Meet/Does Not Meet Standards (Circle One)


      1.    Temporizing measures instituted

    a.    Fluid bolus

Yes    No    NA

    b.    Pressors

Yes
  No
   NA
      2.    Premedication with atropine, if indicated

Yes
  No
   NA
      3.    Equipment prepared (IV, monitor, US)

Yes
  No
   NA
      4.    Patient properly positioned (chest elev at 45 )

Yes
  No
   NA
      5.    NGT placed, if indicated

Yes
  No
   NA



D.  Demonstrates knowledge of procedure and skills to successfully complete procedure:  Does Meet/Does Not Meet Standards (Circle One)



       1.   Approach identified


Yes
  No
       2.    Sterile prep/drape


Yes
  No
   NA
       3.    ECG Monitoring (attached to needle)


Yes
  No
       4.    Fluid aspirated


Yes
  No
       5.    Indwelling catheter placed


Yes
  No



E.  Postprocedure Care:  Does Meet/Does Not Meet Standards (Circle One) 



     1.
   Confirmation of line placement


Yes
 No
  NA
     2.     Post-procedure CXR


Yes   No
  NA
     3.
   Adequate procedure note


Yes
 No



F.  Complications:  (Circle all which occurred)



      1.    "Dry tap"







5.  Dysrhythmias (specify)



      2.     Pneumothorax






6.  Sudden pulmonary edema



      3.     Hemopericardium





7.  Other (specify) ___________________



      4.     Air embolism






8.  None



Overall Assessment: Resident meets the standard of the medical knowledge and patient care in demonstrating competency in this procedure.     YES             NO   (circle one)



                                                                                                                                (Circle One)


Supervisor (Print)


Signature


EM Faculty



EM-2/3



Other Faculty:



Other Senior Resident:






Upper-level residents signing as supervisor must have their program’s approval to perform and supervise the procedure listed.







resuscitation.doc

SAUSHEC EMERGENCY MEDICINE 



PROCEDURE COMPETENCY ASSESSMENT



Resuscitation



Resident (Print)






EM-1



EM-2



EM-3


Date


(Circle One)



Pt ID (Initial & last 4 of SSN): __________



Animal Lab



Simulator


BAMC



WHMC



UTHSCSA



Other





A. Demonstrates knowledge of Indications:  Does Meet/Does Not Meet Standards (Circle One) 



Provide cardiac, circulatory and/or respiratory support when these are inadequate for  end-organ perfusion and oxygenation due to:




Trauma

Medical    (circle one)



B.  Properly prepares the patient: Does Meet/Does Not Meet Standards (Circle One)


      1.    IV access


Yes                  No                    NA 
          



      2.    Pulse oximetry/supplemental oxygen


Yes                  No                    NA



      3.   Continuous cardiac/blood pressure monitoring

Yes                  No                    NA



      4.   Resuscitation leader clearly identified and maintains control

Yes                  No                    NA





C.
Demonstrates knowledge of procedure and skills to successfully complete procedure: Does Meet/Does Not Meet Standards (Circle One)



       1.    Systematically addresses ABC’s, rapid physical assessment
         

Yes
No
NA



       2.    Follows appropriate algorithm (ACLS, ATLS, PALS, etc.)                 

Yes
No
NA



       3.
Chooses appropriate drugs for procedure (including blood products) 

Yes        No
NA



       4.    Demonstrates knowledge of potential side effects of chosen drugs and treatment  Yes
No



5. Uses appropriate dosing and route

                                                         Yes
No
NA



6. Chooses appropriate intervention procedures (CPR, defib, thoracotomy, etc.)
Yes
No
NA



7. Chooses appropriate diagnostics (ECG, ABG, radiographs, etc.)           

Yes
No
NA



8. Correctly interprets and utilizes diagnostic results                                 

Yes
No
NA



D.  Post-procedure Care:
Does Meet/Does Not Meet Standards (Circle One) 



1.     Continues to monitor patient 





Yes        No
NA



2.     Utilizes appropriate post-resuscitation drug/drips

     

Yes
No
NA



3.
 Resuscitation note complete                              

          

Yes        No
NA



4.     Resuscitation flow sheet reviewed and signed
              
          

Yes
No
NA



5.     Released to responsible consultant physician/documented                   

Yes        No 
NA



6.     Notifies family of outcome using good interpersonal and communication skills    Yes
No
NA



7.     Conducts resuscitation based on appropriate ethical standards
           

Yes
No



E.  Complications:  (Circle all that occurred)



1. Unsuccessful resuscitation/death



3.  Complication associated with vascular access



2. Complication associated with intubation

4.  Other ____________________________



Overall Assessment: Resident meets the standard of the medical knowledge and patient care in demonstrating competency in this procedure.     YES             NO     (Circle One)



                                                                                                                               (Circle One)



Supervisor (Print)


Signature


EM Faculty



EM-2/3



Other Faculty:



Other Senior Resident:





Upper-level residents signing as supervisor must have their program’s approval to perform and supervise the procedure listed.







CardioversionDefibrillation.doc

SAUSHEC EMERGENCY MEDICINE 



PROCEDURE COMPETENCY ASSESSMENT



Cardioversion/Defibrillation



Resident (Print)






EM-1



EM-2



EM-3


Date


(Circle One)



Pt ID (Initial & last 4 of SSN): ___________



Animal Lab



Simulator


BAMC



WHMC



UTHSCSA



Other





A.   Demonstrates knowledge of Indications: Does Meet/Does Not Meet Standards (Circle One)



1. V. Fibrillation














3. Other rhythm (specifiy)



2. Unstable V. Tach



B.  Properly prepares the patient:  Does Meet/Does Not Meet Standards (Circle One):  Confirms rhythm with monitor or with paddles.  Consent and sedation as appropriate.  Airway contingency in place, IV, O2, pulse oximetry, etc.



C.  Demonstrates knowledge of procedure and skills to successfully complete procedure: Does Meet/Does Not Meet Standards (Circle One)



1. Recognizes rhythm requiring defibrillation








Yes    No



2. Informs team of intentions












Yes    No



3. Applies jell to paddles or defib pads on patient in proper position



Yes    No



4. Charges paddles to appropriate energy level








Yes    No



5. Assures that team is clear of patient prior to defibrillation





Yes    No



6. Checks rhythm after defibrillation, if changed, checks pulse, if not repeats

Yes    No



D.  Postprocedure Care:
Does Meet/Does Not Meet Standards (Circle One) 



1.
Adequate sedation (cardioversion)







                     Yes    No    NA



2.
Procedure note completed












Yes   No



Complications:  (Circle all which occurred)



1. Hypoxia



2. Cardiac decompensation



3. Vomiting/aspiration



4. Asystole



5. Other (specify)____________________________________________________________________





Overall Assessment: Resident meets the standard of the medical knowledge and patient care in demonstrating competency in this procedure.     YES             NO     (circle one)



                                                                                                                               (Circle One)



Supervisor (Print)


Signature


EM Faculty



EM-2/3



Other Faculty:



Other Senior Resident:






Upper-level residents signing as supervisor must have their program’s approval to perform and supervise the procedure listed.







List of Procedural Competency Forms.doc

List of Procedural Competency Forms



24 April 2003


1. Cardioversion/Defibrillation



2. Central Line - Central Venous Access



3. Intubation - Endotracheal Intubation



4. Lumbar Puncture



5. Pacemaker - Transvenous Cardiac Pacing



6. Pericardiocentesis



7. Procedural Sedation



8. Resuscitation



9. Surgical Airway



10. Thoracostomy - Chest Tube



11. Thoracotomy - Resuscitative Thoracotomy



12. Ultrasound



13. Wound Repair - Wound Care







ChestTube.doc

SAUSHEC EMERGENCY MEDICINE 



PROCEDURE COMPETENCY ASSESSMENT



Chest Tube



Resident (Print)






EM-1



EM-2



EM-3


Date


(Circle One)



Pt ID (Initial & last 4 of SSN): ___________



Animal Lab



Simulator


BAMC



WHMC



UTHSCSA



Other





A. Demonstrates knowledge of Indications:  Does Meet/Does Not Meet Standards (Circle One) 



1.  Traumatic Conditions








2.
Iatrogenic Complication




a.  Pneumothorax










a.  Central venous line placement




b.  Hemothorax










b.  Thoracentesis




c.  Hemopneumothorax








c.   Positive Pressure Ventilation




d.  Open pneumothorax








d.   Other (specify) __________________________



e. Suspected tension pneumothorax



f. Conditions requiring “prophylactic” surgical management (i.e., penetrating chest trauma requiring PPV)



3. Nontraumatic Condition



a.  Primary spontaneous pneumothorax


d.
Drainage of recurrent pleural effusion



b.  Secondary spontaneous pneumothorax

e.
Empyema



c.  IV drug use-associated pneumothorax

f.
Chylothorax



B. Demonstrates knowledge of Relative Contraindications: Does Meet/Does Not Meet Standards (Circle One)



1.  Multiple adhesions, blebs








3.  Need for open thoracotomy



2.  Recurrent pneumothorax mandating surgical treatment


4.  Bleeding dyscrasia



C.  Properly prepares the patient:  Does Meet/Does Not Meet Standards (Circle One)


1. Patient allergies confirmed





Yes  No  NA


4.  Sterile prep/drape    
Yes   No    NA



2.
Consent signed and dated





Yes  No  NA


5.  Local anesthesia      
Yes   No    NA



3.
Patient preparation/positioning adequate


Yes  No  NA


6.  Adequate/appropriate 



IV sedation/analgesia
 Yes  No    NA



D. Demonstrates knowledge of procedure and skills to successfully complete procedure:  Does Meet/Does Not Meet Standards (Circle One)



1.  Employs monitoring techniques appropriate to patient condition     Yes   No

4.  Tube secured    


Yes    No



2.  Appropriate tube placement site 







     Yes   No

5.   Prophylactic antibiotics
Yes    No



3.  Appropriate tube insertion 








     Yes   No



E.  Post-procedure Care:
Does Meet/Does Not Meet Standards (Circle One) 



1.   
Confirmation of tube placement


Yes    No



2.
Procedure note complete




Yes    No



E. Complications:  (Circle all which occurred)



1. Bleeding

4.  Laceration or puncture of nerves or solid organs

7.  Chest tube dislodgement



2.  Infection

5.  Subcutaneous placement






8.  Other (specify) ____________________



3.  Air leak

6.  Intra-abdominal placement










Overall Assessment: Resident meets the standard of the medical knowledge and patient care in demonstrating competency in this procedure.     YES             NO   (Circle One)





                                                                   (Circle One)  


Supervisor (Print)


Signature


EM Faculty



EM-2/3



Other Faculty:



Other Senior Resident:






Upper-level residents signing as supervisor must have their program’s approval to perform and supervise the procedure listed.







EndotrachealIntubation.doc

SAUSHEC EMERGENCY MEDICINE 



PROCEDURE COMPETENCY ASSESSMENT



Endotracheal Intubation



Resident (Print)






EM-1



EM-2



EM-3


Date


(Circle One)



Pt ID (Initial & last 4 of SSN):



Animal Lab



Simulator


BAMC



WHMC



UTHSCSA



Other





A.   Demonstrates knowledge of Indications: Does Meet/Does Not Meet Standards (Circle One )



1.
Cardiac arrest






6.  Hypoxia



2.
Airway compromise in infection



7.  Cerebral resuscitation



3.
Airway compromise in trauma



8.  Pt unable to maintain patent airway secondary to AMS, lack of gag reflex



4.
Airway obstruction





9.  Combative trauma victim not able to cooperate with necessary evaluation



5.
Ventilatory compromise



B.   Properly prepares the patient:  Does Meet/Does Not Meet Standards (Circle One)


1.    Patient allergies confirmed







Yes    No    NA



2.   Consent signed and dated







Yes
 No
 NA



3.   Assesses airway for potential complicating factors



Yes    No



3.   Adequate pre-oxygenation







Yes    No
 NA



4.   Suction available









Yes 
 No



5.   Adequate/appropriate pre-medication/RSI drugs



Yes
 No
 NA



6.   In-line cervical immobilization






Yes
 No
 NA



7.   Cricoid pressure maintained until intubation successful


Yes
 No
 NA



8.   Respiratory therapy notified of need for ventilator



Yes
 No



9.   Has alternative airway management equipment at the ready

Yes
 No



C. Demonstrates knowledge of procedure and skills to successfully complete procedure: Does Meet/Does Not Meet Standards (Circle One)



1.  Employs monitoring techniques including cardiac/pulse oximetry

Yes
 No



2.  Maintains cervical spine precautions






Yes
 No
 NA



3.  Technique appropriate for chosen route of intubation




Yes
 No



4.  Successful intubation of trachea







Yes
 No



5.  Adequate ventilation confirmed







Yes
 No



6.  Tube secured











Yes
 No



D. Postprocedure Care:
Does Meet/Does Not Meet Standards (Circle One) 



1. Confirmation of tube placement



a.  Direct visualization of tube through cords




Yes
 No



b.  Auscultation









Yes
 No



c.  End-tidal CO2/capnography






Yes
 No



d.  CXR










Yes    No    NA



2.  Adequate sedation/paralysis







Yes
 No
 NA



3.  Appropriate ventilator settings







Yes
 No
 NA



4.  ABG











Yes
 No
 NA



5.  Procedure note completed







Yes
 No



E. Complications:  (Circle all which occurred)



1. Unrecognized esophageal intubation



2. Hypoxia



3. Cardiac decompensation



4. Dental trauma



5. Laceration of oral mucosa



6. Vomiting/aspiration



7. Endobronchial intubation



8. Persistent air leak



9. Other (specify)____________________________________________________________________





Overall Assessment: Resident meets the standard of the medical knowledge and patient care in demonstrating competency in this procedure.     YES             NO   (Circle One)



                                                                                                                                (Circle One)



Supervisor (Print)


Signature


EM Faculty



EM-2/3



Other Faculty:



Other Senior Resident:






Upper-level residents signing as supervisor must have their program’s approval to perform and supervise the procedure listed.







ResuscitativeThoracotomy.doc

SAUSHEC EMERGENCY MEDICINE 



PROCEDURE COMPETENCY ASSESSMENT



Resuscitative Thoracotomy



Resident (Print)






EM-1



EM-2



EM-3


Date


(Circle One)



Pt ID (Initial & last 4 of SSN): ___________



Animal Lab



Simulator


BAMC



WHMC



UTHSCSA



Other





A.  Demonstrates knowledge of Indications:  Does Meet/Does Not Meet Standards (Circle One) 



1.  Penetrating trauma




a.  Loss of vital signs in the emergency department




b.  Loss of vital signs during transport





c.  No signs of life at the scene, but suspected cardiac tampanade or isolated extremity injury




2.  Blunt trauma 





a.  Loss of vital signs in the emergency department





b.  Arrive to emergency department with agonal signs of life



B.  Demonstrates knowledge of Contraindications: Does Meet/Does Not Meet Standards (Circle One)




1.    Blunt trauma without vital signs at the scene 




2.    Blunt trauma with no signs of life upon arrival to emergency department




3.    Surgical consultants not available (situations outside of trauma center)




4.    Patient not intubated, CPR over five minutes prior to arrival (relative contraindication)



5. Patient intubated, CPR over nine minutes prior to arrival (relative contraindication)



C.  Properly prepares the patient:  Does Meet/Does Not Meet Standards (Circle One)


1. Definitive airway obtained
 & NGT



Yes   No   NA
4.  Patient preparation/positioning adequate  Yes   No  NA



2.
Equipment availability insured




Yes   No   NA
5.  Sterile prep/drape                                       Yes  No  NA



3.
Un-cross matched blood, cell saver available

Yes   No   NA
6.  Surgical consultants present or notified     Yes  No  NA



D. Demonstrates knowledge of procedure and skills to successfully complete procedure:  Does Meet/Does Not Meet Standards (Circle One)



1. Ensures adequate ventilation/volume resuscitation during procedure


Yes     No



2. Chooses appropriate incision site and incision length






Yes     No



3. Obtains adequate exposure to heart










Yes     No



4. Inspects for tamponade and opens pericardial sac







Yes     No



5. Controls hemorrhage from heart and as otherwise indicated  




Yes     No



6. Performs internal cardiac compression for asystole 






Yes     No   NA



7. Performs aortic cross clamping











Yes     No   NA



E.  Post-procedure Care:
Does Meet/Does Not Meet Standards (Circle One) 



1.    Immediate transport to operating suite









Yes     No   NA



2.
Procedure note complete












Yes     No



F.  Complications:  (Circle all which occurred)




1.    Pulmonary laceration




4.  Esophageal injury   




2.    Phrenic nerve injury




5.  Other (specify)   _______________________________





3. Coronary vessel injury



Overall Assessment: Resident meets the standard of the medical knowledge and patient care in demonstrating competency in this procedure.     YES             NO   (Circle One)



                                                                                                                               (Circle One)



Supervisor (Print)


Signature


EM Faculty



EM-2/3



Other Faculty:



Other Senior Resident:






Upper-level residents signing as supervisor must have their program’s approval to perform and supervise the procedure listed.







Surgical Airway.doc

SAUSHEC EMERGENCY MEDICINE 



PROCEDURE COMPETENCY ASSESSMENT



Surgical Airway



Resident (Print)






EM-1



EM-2



EM-3


Date


(Circle One)



Pt ID (Initial & last 4 of SSN): ___________



Animal Lab



Simulator


BAMC



WHMC



UTHSCSA



Other





A.  Demonstrates knowledge of Indications:  Does Meet/Does Not Meet Standards (Circle One) 



1.  Failure of endotracheal intubation or other non-surgical means



2.  Upper airway obstruction, either partial or complete



3.  Traumatic injuries making oral or nasal endotracheal intubation difficult or potentially hazardous










B.  Demonstrates knowledge of Relative Contraindications: Does Meet/Does Not Meet Standards (Circle One)




1.  Absolute contraindications





a.     Endotracheal intubation possible



b. Transection of trachea with retraction of distal end



c. Fractured larynx or damaged cricoid cartilage 



 
2.  Relative contraindications





a.     Infant or young child





b.     Bleeding diathesis



d. Massive neck edema



e. Acute pharyngeal disease



C.   Properly prepares the patient:  Does Meet/Does Not Meet Standards (Circle One)


1. Basic airway management/supplemental oxygen employed prior to completion 

Yes
   No    NA



2.
Instruments and needed equipment available









Yes
   No    NA



3.
Patient preparation/positioning adequate










Yes
   No    NA



3.
Sterile prep/drape















Yes
   No    NA



4.
Local anesthesia















Yes    No    NA



D. Demonstrates knowledge of procedure and skills to successfully complete procedure: Does Meet/Does Not Meet Standards (Circle One)



1. Employs monitoring techniques appropriate to patient condition




Yes
    No



2. Appropriate landmarks identified 











Yes     No



3. Maintains cervical spine precautions










Yes
    No    NA



4. Appropriate incision site













Yes     No



5. Appropriate tube insertion













Yes
    No



6. Adequate ventilation confirmed











Yes
    No



7. Tube secured
















Yes
    No



E.  Postprocedure Care:
Does Meet/Does Not Meet Standards (Circle One) 



1.    Confirmation of tube placement











Yes
    No



2.
Procedure note complete













Yes     No



F.  Complications:  (Circle all which occurred)



1. Bleeding







         5.  
Laryngeal fracture or disruption






2. Incorrect/unsuccessful tube placement


  6.  
Pneumothorax, pneumomediastinum







3. Prolonged procedure time





  7.  
Aspiration





4. Subcutaneous emphysema





  8.  Other (specify)______________________________















Overall Assessment: Resident meets the standard of the medical knowledge and patient care in demonstrating competency in this procedure.     YES             NO   (circle one)



                                                                                                                               (Circle One)



Supervisor (Print)


Signature


EM Faculty



EM-2/3



Other Faculty:



Other Senior Resident:






Upper-level residents signing as supervisor must have their program’s approval to perform and supervise the procedure listed.







TransVenPacing.doc

SAUSHEC EMERGENCY MEDICINE 



PROCEDURE COMPETENCY ASSESSMENT



Transvenous Cardiac Pacing



Resident (Print)






EM-1



EM-2



EM-3


Date


(Circle One)



Pt ID (Initial & last 4 of SSN): __________



Animal Lab



Simulator


BAMC



WHMC



UTHSCSA



Other





A. Demonstrates knowledge of Indications:  Does Meet/Does Not Meet Standards (Circle One) 



Provide effective cardiac depolarization during  (Circle One):



Sinus node dysfunction

Asystolic arrest

Trauma

Atrioventricular Block 



Bundle branch block

Cardiac ischemia

Tachycardia 

 



B.  Properly prepares the patient: Does Meet/Does Not Meet Standards (Circle One)



Equipment access and function    Yes    No    NA    Continuous cardiac/blood pressure monitoring   Yes   No  NA  



Central venous access                   Yes   No    NA    Obtains informed consent                                    Yes  No  NA



B. Demonstrates knowledge of procedure and skills to successfully complete procedure: Does Meet/Does Not Meet Standards




 (Circle One)



       1.    Evaluates indication for transvenous pacing

         
         Yes
   No

NA



       2.    Acquires and test equipment necessary for pacing

         Yes
   No

NA



       3.
Demonstrates knowledge of potential complications of procedure      Yes
   No

NA



       4.    Provides appropriate anesthesia and analgesia for procedure
         Yes
   No

NA



5. Obtains proper access for transvenous pacing                                     Yes
   No

NA



6. Recognizes the electrocardiographic changes during placement         Yes
   No

NA



7. Properly tests the sensing and pacing function

         Yes
   No

NA



8. Correctly secures the transvenous pacing apparatus                            Yes
   No

NA



D.  Post-procedure Care:
Does Meet/Does Not Meet Standards (Circle One) 



1.     Continues to monitor patient                                                               Yes
   No

NA



2.     Obtains chest films to confirm proper positioning

         Yes
   No

NA



3.
 Obtains 12 lead EKG and recognizes proper pattern for RV capture Yes
   No

NA



4.     Recognizes signs/symptoms of potential complications       
         Yes
   No

NA



5.     Documents indication, complications and post-procedural eval         Yes
   No 

NA



6.     Provides adequate post procedural anesthesia and analgesia
         Yes
   No

NA



E.  Complications:  (Circle all that occurred)



1. Complication associated with vascular access

5.  Dysrhythmia




2. Pulmonary artery catherization




6.  Ventricular perforation



3. Coronary  sinus catherization




7.  Other _____________________



4. Entanglement, knotting or fracture of the pacing catheter



Overall Assessment: Resident meets the standard of the medical knowledge and patient care in demonstrating competency in this procedure.     YES             NO     (Circle One)



                                                                                                                              (Circle One)



Supervisor (Print)


Signature


EM Faculty



EM-2/3



Other Faculty:



Other Senior Resident:





Upper-level residents signing as supervisor must have their program’s approval to perform and supervise the procedure listed.







WoundCare.doc

SAUSHEC EMERGENCY MEDICINE 



PROCEDURE COMPETENCY ASSESSMENT



Wound Care



Resident (Print)






EM-1



EM-2



EM-3


Date


(Circle One)



Pt ID (Initial & last 4 of SSN): ___________



Animal Lab



Simulator


BAMC



WHMC



UTHSCSA



Other





A.
Demonstrates knowledge of Indications: Does Meet/Does Not Meet Standards (Circle One )



Understands the significance of the following wounds:



1.  Dirty wounds








Yes
No
NA 

5.  Abscesses




Yes

No    NA
  



2.  Wounds exposed for extended length of time

Yes
No
NA

6.  Paronychcia/Felons

Yes

No    NA



3.  Diabetic wounds







Yes
No
NA

7.  Animal/Human Bites

Yes

No
  NA
 



4.  Wounds that involve tendons/joints



Yes
No
NA



B. Properly prepares patient/wound: Does/Does Not meet standards (Circle One)



1.  Obtains consent (verbal or written)





Yes

No

NA



2.  Obtains proper equipment







Yes

No

NA



3.  Performs neurovascular exam on damaged extremity

Yes

No

NA



4.  Irrigates and cleans wound in proper fashion



Yes

No

NA



5.  Anesthetizes the area/sedates the child




Yes

No

NA



C. Demonstrates knowledge and skills to successfully complete the procedure: Does/Does Not meet standards (Circle One)



1.  Explores the wound for foreign bodies

Yes
No
NA

    4.  Uses proper technique for wound closure
Yes  No  NA



2.  Obtains a hemostatic field


 

Yes
No
NA

    5.  Re-examines neurovascular status


Yes  No  NA



3.  Searches for tendon or joint involvement

Yes
No
NA



D. Postprocedure Care:  Does/Does Not meet standards (Circle One)



1.  Gives patient f/u time for re-examination/suture removal
Yes
No
NA

4.  Antibiotics given


Yes    No    NA



2.  Wound care instructions given
 





Yes
No
NA

5.  Procedure note written

Yes
   No    NA 



3.  Tetanus status corrected/documented





Yes
No
NA


E.   Complications:  (Circle all that apply)


1. Nerve injury



4.  Delayed infection



2. Poor hemostasis



5.  Other (specify):  ______________________________________




3. Unable to close wound



F.  Please list type of wound and procedure performed (i. e., simple lac, fight bite, sutures/dermabond/steristrips, etc.)__________  ________________________________________________________________________________________________________



Overall Assessment: Resident meets the standard of the medical knowledge and patient care in demonstrating competency in this procedure.     YES             NO     (Circle One)



                                                                                                                               (Circle One)



Supervisor (Print)


Signature


EM Faculty



EM-2/3



Other Faculty:



Other Senior Resident:






Upper-level residents signing this form must have their program’s approval to perform and supervise the procedure listed.







CentralVenousAccess.doc

SAUSHEC EMERGENCY MEDICINE 



PROCEDURE COMPETENCY ASSESSMENT



Central Venous Access



Resident (Print)






EM-1



EM-2



EM-3


Date


(Circle One)



Pt ID (Initial & last 4 of SSN): ___________



Animal Lab



Simulator


BAMC



WHMC



UTHSCSA



Other





A.  Demonstrates knowledge of Indications:  Does Meet/Does Not Meet Standards (Circle One) 



      1. Central venous pressure monitoring



      2. Volume resuscitation



      3. Emergency venous access



      4. Inadequate peripheral IV sites



      5. Infusion of concentrated solutions



      6. Transvenous pacing



B.  Demonstrates knowledge of Relative Contraindications: Does Meet/Does Not Meet Standards (Circle One)



      1. General
2.
Subclavian vein




      a.  Distorted local anatomy (use contralateral side)
       a.
 Chest wall deformity




      b.  Extremes of weight
       b.
 PTX (use ipsilateral side)




      c. Vasculitis
       c.
 COPD




      d.  Prior long-term venous cannulation                                           
3.      Jugular vein: IVDA via jugular system




      e.  Prior injection of sclerosing agents

     




      f.  Suspected proximal vascular injury
4.
Femoral vein: Need for patient mobility




      g.  Previous radiation therapy

  




      h.  Bleeding disorders





      i.  Anticoagulation or thrombolytic therapy



j.  Combative patient



C.   Properly prepares the patient: Does Meet/Does Not Meet Standards (Circle One)


      1.    Patient allergies confirmed
                         Yes      No
NA




      2.    Consent signed and dated
                         Yes      No
NA



      3.    Local anesthesia
                         Yes      No
NA



D.  Demonstrates knowledge of procedure and skills to successfully complete procedure: Does Meet/Does Not Meet Standards (Circle One)



      1.
Approach identified







  Yes
     No



      2.
Sterile prep/drape







  Yes
     No



      3.
Patient properly positioned






  Yes      No
NA



      4.
Catheter easily passed







  Yes
     No



      5.
Appropriate line placement






  Yes
     No



      6.
Line secured








  Yes
     No
NA



      7.
Sterile dressing applied






  Yes
     No
NA



E.  Postprocedure Care:
Does Meet/Does Not Meet Standards (Circle One) 



1.    Confirmation of line placement  





  Yes
     No



2.    Procedure note complete







  Yes      No



F.  Complications:  (Circle all which occurred)



     1.
Pneumothorax
6.
Catheter kinking



     2.
Hemothorax
7.
Local hematoma



     3.
Hydrothorax
8.
Adjacent arterial puncture



     4.
Air embolism
9.
Other (specify)



5. Catheter embolization



Overall Assessment: Resident meets the standard of the medical knowledge and patient care in demonstrating competency in this procedure.     YES             NO   (Circle One)



                                                                                                                                (Circle One)



Supervisor (Print)


Signature


EM Faculty



EM-2/3



Other Faculty:



Other Senior Resident:






Upper-level residents signing as supervisor must have their program’s approval to perform and supervise the procedure listed.
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SAUSHEC EMERGENCY MEDICINE 



PROCEDURE COMPETENCY ASSESSMENT



Lumbar Puncture



Resident (Print)






EM-1



EM-2



EM-3


Date


(Circle One)



Pt ID (Initial & last 4 of SSN): ___________



Animal Lab



Simulator


BAMC



WHMC



UTHSCSA



Other





A. Demonstrates knowledge of Indications: Does Meet/Does Not Meet Standards (Circle One)



1. R/O  SAH



2. R/O Meningitis



3. Other (i.e., Pressure relief for chronic pseudotumor cerebri patient)



B. Properly prepares patient:  Does Meet/Does Not Meet Standards (Circle One)



1. Obtains informed consent



    
 
Yes  
No

NA



2. Explains adequately the procedure


      
Yes

No

NA



3. Positions the patient correctly


      

Yes

No

NA



4. Sterilely preps and drapes the patient

      
Yes

No

NA



5. Has all proper equipment and staff assistance
Yes

No

NA




C. Demonstrates knowledge and skills to successfully complete procedures: Does Meet/Does Not Meet Standards (Circle One)



1. 
Able to detect physical landmarks


 



Yes

No

NA



2.
Anesthetizes the area  



      





Yes

No

NA



3.
Holds and inserts the needle at correct location and angle

Yes

No

NA



4.
Corrects self as needed (i.e., position, angle, anesthesia)

Yes

No

NA



5.
Measures pressure









Yes

No

NA



6.
Collects CSF











Yes

No

NA




D. Post-Procedure Care: Does Meet/Does Not Meet Standards (Circle One)



1.
Clean site of Betadine

 




Yes

No




2.
Have patient lie down for specified time


Yes

No

NA



3.
Sends appropriate tests of  CSF




Yes

No

NA



4.
Gives antibiotics if indicated (purulent CSF)

Yes

No

NA



5.
Writes a procedure note





Yes

No

NA


E.  Complications:  (Circle all that occurred)



1.
Vagal syncope




4.  Nerve injury



2. Hypotension





5.  Herniation



3. Cardiac arrest




6.  Other:  (Specify)  _____________________________________________



Overall Assessment: Resident meets the standard of the medical knowledge and patient care in demonstrating competency in this procedure.     YES             NO   (Circle One)



                                                                                                                                 (Circle One)



Supervisor (Print)


Signature


EM Faculty



EM-2/3



Other Faculty:



Other Senior Resident:






Upper-level residents signing as supervisor must have their program’s approval to perform and supervise the procedure listed.
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SAUSHEC EMERGENCY MEDICINE 



PROCEDURE COMPETENCY ASSESSMENT



Procedural Sedation



Resident (Print)






EM-1



EM-2



EM-3


Date


(Circle One)



Pt ID (Initial & last 4 of SSN): ___________



Animal Lab



Simulator


BAMC



WHMC



UTHSCSA



Other





A.  Demonstrates knowledge of Indications:  Does Meet/Does Not Meet Standards (Circle One) 



1. Alleviate pain and anxiety associated with painful procedure.



2. Control unintentional and potentially harmful movement during therapeutic or diagnostic procedure.



B.  Demonstrates knowledge of Relative Contraindications: Does Meet/Does Not Meet Standards (Circle One)



1.      Insufficient staff to support the procedure being done in the ED.

Yes

No



2.      Procedure should more appropriately be done in OR.

Yes

No



3.      Appropriate patient selection:



a. Appropriate ASA class (I or II) for ED sedation

Yes

No



b. Last meal > 6 hours

Yes

No



c. Risk of sedation outweighs risk of procedure without sedation
Yes 
              No



C.   Properly prepares the patient: Does Meet/Does Not Meet Standards (Circle One)


      1.    Patient allergies confirmed


Yes                  No




      2.    Consent signed and dated
                         

Yes                  No



      3.    IV access


Yes                  No            NA



      4.    Pulse oximetry/supplemental oxygen


Yes                  No



      5.   Suction/intubation equipment/BVM ready

Yes                  No



      6.   Antidotes for narcotics/benzodiazepines available

Yes                  No            NA



      7.   Dedicated sedation nurse/sedation flow sheet initiated/signed

Yes                  No



D. Demonstrates knowledge of procedure and skills to successfully complete procedure: Does Meet/Does Not Meet 



Standards (Circle One)



       1.
Chooses appropriate drugs for procedure/appropriate duration



Yes
No



       2.    Demonstrates knowledge of potential side effects of chosen drugs and treatment

Yes
No



       3.    Uses appropriate dosing







Yes        No



E.  Post-procedure Care:
Does Meet/Does Not Meet Standards (Circle One) 



1.     Monitors patient until pre-sedation level of consciousness

Yes
No



2.
Procedure note complete to include ASA class


Yes
No



3.    Sedation flow sheet completed and signed



Yes
No



4.    Released to responsible adult with post-sedation care information
Yes
No



F. Complications:  (Circle all which occurred)



1.  Apnea/hypoventilation
4. Rigid chest syndrome (Fentanyl)


7.  Aspiration



2.  Allergic reaction

5. Emergence reaction/hallucinations (ketamine)
8.  Prolonged sedation



3.  Hypotension

6. Inadequate sedation for procedure

9.  Other (Specify) _________



Overall Assessment: Resident meets the standard of the medical knowledge and patient care in demonstrating competency in this procedure.     YES             NO     (Circle One)



                                                                                                                               (Circle One)



Supervisor (Print)


Signature


EM Faculty



EM-2/3



Other Faculty:



Other Senior Resident:





Upper-level residents signing as supervisor must have their program’s approval to perform and supervise the procedure listed.





DelorenzoRA
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ADMINISTRATIVE ROTATION


COMPLETION FORM

TOPIC







COMPLETED (initials)


Administration project:            



_______________


Risk Management case: Dr. Abbrescia (916-3659)

_______________


Risk Management readings




_______________


Risk Management meeting (optional)



_______________


QI – EMS WHMC:  Dr. Osborne (292-3907)

_______________


QI – BAMC:  Dr. Currier (916-2016)



_______________


Residency:  Dr. DeLorenzo (916-5705) or



        Dr. Gibson (292-5165)



_______________


Morbidity and Mortality Conference



_______________


Chief of Department Meetings:



BAMC:  Dr. Sheridan (916-5512)


_______________



WHMC:  Dr. DiLeo (292-3409)


_______________


Morning Report Schedule




_______________


*Form to be turned in to Drs. Abbrescia or Osborne by last day of rotation


*The admin resident is under the direct supervision of Drs. Abbrescia and Osborne.  At no time is the resident to be given duties or projects without their express consent. 


17 April 2002  KA


DelorenzoRA
ADMINISTRATIVE ROTATION form.doc
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SAUSHEC Emergency Medicine Residency Program

Application For Leave


Name:  _________________________________________  Rank: ________ SSN:  _________________________


Date Leave Begins:  ____________________             Last Day Of Leave:  __________________


Number Of Days Leave Applying For __________ (Normally in 7 day increments.  Count 1st & last day of leave in the total.)

Number Days Leave Accrued __________       Number of leave days already taken this Academic Year _________




(Check your LES for this)


(Since 1 July.  Total not to exceed 21 days for the whole AY.)

Comments (Required for short suspense, more/less than 7 days, etc.): _____________________________________________


____________________________________________________________________________________________


Leave Address:  ________________________________________________________


                           ________________________________________________________


Leave Telephone Number: ________________________________________________


Rotation While On Leave:  ________________________________________________


Approval From Affected Service:  Person Contacted _________________________________Date: _____________ 









(Check Residency Guide for minimum advance notice requirements)


Chief Resident Recommendation: Approval / Disapproval









___________________/________/_______________


                                                                                                         

 Name
 
Initials

Date


Residency Coord. Admin Check



Peggy Herring

________/_______________







  




 Initials

Date


Program Director/Assoc. PD
  Approval / Disapproval


 __________________/________/________________


Name

Initials

Date 


Notes:


1. Leave should be processed at least 30 days prior.  Many rotations require more notice – see Residency Guide.


2. After obtaining approval and initials (above), submit to Residency Coordinator for official leave forms (DA Form 31 or AF Form 988).


3. This completed application will be attached to the DA 31 or AF 988.








DelorenzoRA
APPLICATION FOR LEAVE.doc


[image: image1.wmf]H


e


a


l


t


h


E


d


u


c


a


t


i


o


n


C


o


n


s


o


r


t


i


u


m


 


 


 


 


 


S


a


n


 


A


n


t


o


n


i


o


 


U


n


i


f


o


r


m


e


d


 


S


e


r


v


i


c


e


s


SAUSHEC Emergency Medicine 


Resident Evaluation of Off-Service Rotation


Rotation Name:  ___________________________ Location:_________________ Block #: ______


Resident: _________________________________
EM-1
EM-2
EM-3



Rate the Following





Low



 High


1.  Didactics


a.  Quality of didactics
   



1              2               3               4
                


b.  Relevance to EM
                       

            1              2               3               4 


2. Clinical 


a.  Patient Volume




1              2               3               4 


b.  Breadth of patient presentations                          

1              2               3               4 


 
c.  Opportunity for procedures                   


1              2               3               4


d.   Relevance of patients to EM education     

1              2               3               4


3.  Structure


a.  Degree to which you were part of team


1              2               3               4


b.  Degree of appropriate autonomy



1              2               3               4


       
c.  Degree of appropriate resident/fellow supervision

1              2               3               4


d.  Degree of appropriate staff/faculty supervision

1              2               3               4


e.  Ancillary support




1
    2               3               4


f.  Workload or call frequency



1              2               3               4


4.   Overall



a.  Degree to which rotation met published goals/objectives
1              2               3               4




b.  Degree to which rotation contributed to your ED 

1              2               3               4


                 education


5.  Please list a few titles of the more memorable didactic sessions.


6.  Please list the procedures and approximate numbers you performed.


7.  Please identify 1-2 individuals (residents, fellows or faculty) who made outstanding contributions to the educational value of the rotation.


8. Was the rotation in compliance with the ACGME work hour requirements (80 hour work week, one day off in seven, on-call no more than once every 3rd night, 24 hour duty day maximum, etc)?  If not, please explain.


9.  Please suggest improvements that may enhance the educational value of this rotation.


10.  Were there things that could’ve been done ahead of time to better prepare you for this rotation?


DelorenzoRA
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SAUSHEC Emergency Medicine


Resident Evaluation of Faculty


Faculty: _____________________________          Date:  ____________


Please evaluate the faculty in a fair, professional manner. This is an individual, anonymous effort to provide effective feedback for faculty development. Your time and consideration is appreciated.










Strongly

               Strongly
No


Circle the score that applies.



Disagree
Disagree
Agree     Agree     
Basis









1
2         3          4          NB 





Clinical/ED


1.  Effective bedside teacher
1
2
3
4
NB


2.  Provides effective clinical supervision
1
2
3
4
NB


3.  Readily available in the ED
1
2
3
4
NB


4.  Is a good overall clinical role model
1
2
3
4
NB


Didactic Teaching


1.  Grand Rounds presentations are effective
1
2
3
4
NB


2.  Morning Report cases are effective
1
2
3
4
NB


Leadership


1.  Is a strong formal or informal mentor
1
2
3
4
NB


2.  Is a good academic (research, publications, etc) role model
1
2
3
4
NB


3.  Is a good military officer role model
1
2
3
4
NB


Comments:


1. What are the strengths of this faculty member?


2. What areas should the faculty concentrate on to further develop professionally?


3. Any additional constructive comments? 


Return this form to the Residency Coordinator


DelorenzoRA
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SAUSHEC Emergency Medicine


Patient Follow-Up Log


		Resident

		EM - 1  2  3  (circle)

		Block #





		Patient Name

		Patient Number

		Date Seen/Admitted

		F/U Date

		Hospital

		Results/Notes



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		





Instructions:


1. All residents on an EM block will turn in a log.


a. The log is due NLT the GR of the following block (usually the quiz day).


b. The logs can be handwritten as long as it is legible.


b. Turn the logs in to the residency coordinator.


c. EM rotations requiring a log include BAMC/WHMC EDs, UTHSCSA EM and ortho.




1) EMS, tox, Admin, Anesthesia, ObGyn, and research do not require a log to be turned in.




2) Inpatient rotations (eg ICU, wards) do not require follow-up logs as patient continuity is an integral component of the rotation.  


2. For purposes of this policy, we require a minimum of two (2) outpatient (discharged) and two (2) inpatient (admitted) follow-ups per block.  Follow-ups can be:



a.   Calling the patient at home and getting feedback




e.  24 hour ED returns



b.   Pulling charts or querying CIS for subsequent evaluations by the patient's PCP or specialist.
f.  12 hour "abdominal pain" or wound check follow-ups



c.   Discharge summaries or CHCS consult reviews




g.  Going to check on the patient you admitted yesterday



d.   Asking your fellow resident, who is rotating in the ICU, how your patient is doing.

h.  Autopsy reports

DelorenzoRA
Follow-Up Log.doc


SAUSHEC Emergency Medicine


Grand Rounds Evaluation Form


Date: 



Please rate the speakers 1-5 (1=Poor; 5=Excellent)

		SPEAKER




		Style of Presentation

		Content

		Organization

		Relevance to EM

		Overall Rating



		TOPIC

		

		

		

		

		



		Comments:










SAUSHEC Emergency Medicine


Grand Rounds Evaluation Form


Date: 



Please rate the speakers 1-5 (1=Poor; 5=Excellent)

		SPEAKER




		Style of Presentation

		Content

		Organization

		Relevance to EM

		Overall Rating



		TOPIC

		

		

		

		

		



		Comments:










SAUSHEC Emergency Medicine


Grand Rounds Evaluation Form


Date: 



Please rate the speakers 1-5 (1=Poor; 5=Excellent)

		SPEAKER




		Style of Presentation

		Content

		Organization

		Relevance to EM

		Overall Rating



		TOPIC

		

		

		

		

		



		Comments:








DelorenzoRA
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SAUSHEC EMRP


Request for a Selective/Elective


Resident's Name: _____________________________________


Block Selective Will Be Taken: ____________________     Dates: ________________





             Rotation                                Location

Selective (circle one) :        
SICU


BAMC/WHMC






MICU


BAMC/WHMC






PICU


Santa Rosa/WHMC






Community EM

UTHSCSA






Peds EM

Santa Rosa






Peds EM 

Austin (available AY 02-03 only)






Other: _________________ POC: _______________________









    Phone #: _____________________


Elective: ___________________________________     Block: ____________________________


                                               (title)


a. Attach Goals & Objectives


b. Attach evaluation plan


c. Attach draft Memorandum of Agreement


d. If out of town, attach travel plan


Chief Resident: ______________________________   Date: ___________________


Program Director: ______________________________  Date: _________________


Date to Residency Coordinator: _____________________________



All selectives/electives must be arranged in full, at least 30 days prior to start of the rotation


DelorenzoRA
Request for an Elective.doc


Request For Schedule Change



Resident's Name: _______________________________   Date: __________________



Rotation needing to be changed: ______________________   Block #: ____________



Name of New Rotation: _______________________          Block #:________________



___________________________________________________    
APPROVED/DISAPPROVED

 Signature of Official from Elective Department



______________________________________________

APPOVED/DISAPPROVED 



 Program Director's Signature



Date Given to Residency Coordinator: _________________________ 


DelorenzoRA
Request For Schedule Change.doc


SAUSHEC Emergency Medicine


Resident Self-Evaluation of Clinical Performance


Resident Name




Level


  EM-1


  EM-2


  EM-3

Date
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Scoring: 
1
2
3
4
5
6













Low

(
(
          High  














(         ((       ((          (
                


 










(         ((      (((    (((       ((       (

Compare yourself to peers in same class
5%
15
30
30
15
5%



Patient Evaluations


  Recognition/stabilization of emergent patients (PC)


1
2
3
4
5
6


  History & information gathering (PC, IC)




1
2
3
4
5
6


  Physical examination (PC)






1
2
3
4
5
6


  Formulation of differential dx (PC, MK)




1
2
3
4
5
6


  Test ordering & data interpretation (PC, MK)




1
2
3
4
5
6


  Formulation of treatment plans
(PC, PBL)




1
2
3
4
5
6


  Disposition and patient instructions (PC, IC, PBL)



1
2
3
4
5
6


Skills


  Documentation completeness & readability/legibility (IC)


1
2
3
4
5
6


  Patient presentations (IC, MK)






1
2
3
4
5
6


  Efficiency of care (speed, multiple patients) (PC, SBP)


1
2
3
4
5
6


  Effectiveness of care (thoroughness, accuracy) (PC, SBP)

1
2
3
4
5
6


  Knowledge of Tricare and Civilian Medical Systems (SBP)

1
2
3
4
5
6


  Bedside manner and family interaction (PRO, IC)



1
2
3
4
5
6


  Interactions with ED team (PRO, IC, SBP)




1
2
3
4
5
6


  Interaction with consultants (PRO, IC, SBP)




1
2
3
4
5
6


  Supervision of other providers (applies to  EM-2/3s) (SBP)
NA
1
2
3
4
5
6


  Managing overall ED (applies to EM-2/3s) (SBP)


NA
1
2
3
4
5
6


Overall Impression


  Performance adequate for level of training at this time?

Yes

No 


Additional comments on back.  Return completed forms to Residency Coordinator. 


ACGME Core Competencies
PBL  =  Practice Based Learning
IC     =  Interpersonal & communication


PC    =  Patient Care


MK   =  Medical Knowledge


PRO =  Professionalism


SBP =  Systems Based Practice
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SAUSHEC Emergency Medicine


Resident Evaluation


Resident




Level


  EM-1


  EM-2


  EM-3

Faculty / Senior Resident

Date

Shift


BAMC     WHMC


Day   Eve   Night


Support Shift
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Scoring: 
1
2
3
4
5
6













Low

(
(
          High  














(         ((       ((          (
                


 










(         ((      (((    (((       ((       (

Compare resident to peers in same class
5%
15
30
30
15
5%



Patient Evaluations


  Recognition/stabilization of emergent patients (PC)


1
2
3
4
5
6


  History & information gathering (PC, IC)




1
2
3
4
5
6


  Physical examination (PC)






1
2
3
4
5
6


  Formulation of differential dx (PC, MK)




1
2
3
4
5
6


  Test ordering & data interpretation (PC, MK)




1
2
3
4
5
6


  Formulation of treatment plans
(PC, PBL)




1
2
3
4
5
6


  Disposition and patient instructions (PC, IC, PBL)



1
2
3
4
5
6


Skills


  Documentation completeness & readability/legibility (IC)


1
2
3
4
5
6


  Patient presentations (IC, MK)






1
2
3
4
5
6


  Efficiency of care (speed, multiple patients) (PC, SBP)


1
2
3
4
5
6


  Effectiveness of care (thoroughness, accuracy) (PC, SBP)

1
2
3
4
5
6


  Knowledge of Tricare and Civilian Medical Systems (SBP)

1
2
3
4
5
6


  Bedside manner and family interaction (PRO, IC)



1
2
3
4
5
6


  Interactions with ED team (PRO, IC, SBP)




1
2
3
4
5
6


  Interaction with consultants (PRO, IC, SBP)




1
2
3
4
5
6


  Supervision of other providers (EM-2s & EM-3s) (SBP)

NA
1
2
3
4
5
6


  Managing overall ED (EM-2s & EM-3s) (SBP)


NA
1
2
3
4
5
6


Overall Impression


  Performance adequate for level of training on this shift?

Yes

No 
(comment required)


  Did you discuss this evaluation with the resident?


Yes

No


Signature of Faculty/Senior Resident Performing the Evaluation________________________________


Additional comments on back.  Return completed forms to Residency Coordinator.  Document procedural skills on separate forms.


ACGME Core Competencies
PBL  =  Practice Based Learning
IC     =  Interpersonal & communication


PC    =  Patient Care


MK   =  Medical Knowledge


PRO =  Professionalism


SBP =  Systems Based Practice
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SAUSHEC Emergency Medicine Residency


Resident Evaluation Session


2001 – 2002


SAMPLE


Resident: Any Resident



Current Rotation: Block 
Medicine


I.  Last Rotation:  CCU-B


II.  Past Off-Service Rotation/Resident Performance:


Rotation/Block 6 (Anes-W) – Part IV Overall Eval: _________________________________________  


Highlights of Comments: ______________________________________________________________


___________________________________________________________________________________


Rotation/ Block 8 (Ortho) – Part IV Overall Eval:  _________________________________________


Highlights of Comments:  _____________________________________________________________


___________________________________________________________________________________


Rotation/Block 9 (Peds-EM-A) – Part IV Overall Eval: ______________________________________


Highlights of Comments: _____________________________________________________________


_________________________________________________________________________________


III.  ED Rotations/Resident Performance/Score Range: _____________________________________


Patterns of Strengths/Weaknesses: ______________________________________________________


__________________________________________________________________________________


Highlights of Comments: _____________________________________________________________


_________________________________________________________________________________


IV.  Procedure Log: _________________________________________________________________


V.  Research – Status: _______________________________________________________________


_________________________________________________________________________________


Mentor: __________________________________________________________________________


Resident: Any


VI.  Quiz Scores:   Blk 2 – 94%; Blk 3 – 83%; Blk 4  – 80%; Blk 5 – 90%; Blk 6 -- 95%; Blk 7 -- 88%;         


                              Blk 8  -- 68%; Blk 9 -- ____%; Blk 10 -- ___%; Blk 11 -- ____%;  Blk 12 -- ____%


VII. Grand Rounds Lecture – Title: _______________________________________________________


Block: __________________  Status:  _______________________  Mentor: _____________________


VIII. Patient Follow-ups:  ________________________________________________________________


IX. Morning Report Evals: ___________________________________________________________


X.  Faculty Mentor: ___________________________  Last Time Met: ____________________________


XI.  Residency Improvements/Highlights:  ___________________________________________________


_____________________________________________________________________________________


_____________________________________________________________________________________


_____________________________________________________________________________________


_____________________________________________________________________________________


This resident has met the Goals and Objectives for this rotation:       ( Yes           ( No


Resident Signature:  ________________________________   Date:  _________________________


WILLLIAM A. GIBSON








LtCol, USAF, MC









Associate Program Director






ROBERT A. De LORENZO


LTC, MC, USA


Program Director 
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		PROCEDURE		CPT Code

		Abdomen (Gastrointestinal)

		Peritoneal Lavage		49080

		Paracentesis (Abdominal)		49080

		Retroperitoneal Ultrasound (AAA)		76770

		Rectal Foreign Body Removal (incl. Impaction)		45915

		I&D Thrombosed Hemmorhoid		46320

		I&D Perianal Abscess		45050

		Focused Abdominal Ultrasound		76705

		Central Nervous System (Neurologic)

		Lumbar Puncture		62270

		Skull Burr Hole		61107

		Thoracic (Cardiopulmonary)

		Resuscitation leader		99291

		Neonatal Resuscitation		99440

		Cardioversion/Defibrillation		92960

		Pericardiocentesis		33010

		Thoracentesis		32000

		Tube Thoracostomy		32020

		Thoracotomy		32110

		Ear Nose Throat

		Endotracheal Intubation		99288

		Cricothyroidotomy		31505

		Indirect Laryngoscopy		31505

		Fiberoptic Laryngoscopy		31575

		Anterior Nasal Packing		30901

		Posterior Nasal Packing		30905

		Ocular Foreign Body Removal		65205

		Lateral Canthotomy		67715

		Extremity (Orthopedic/Wound Care)

		Splinting		29130

		Peripheral Nerve Block		64450

		Procedural Sedation		90784

		Stabilize Pelvic Fracture		27193

		Dislocation Reduction		23650

		I&D Sebaceous Cyst		10060

		Arthrocentesis (Shoulder/Hip/Knee)		20610		29105		29125		29505		29515		29580		29705		27840

		Arthrocentesis (Finger/Toe)		20600

		Arthrocentesis (Wrist/Elbow/Ankle)		20605

		Field Amputation (Leg)		27880

		Skin Foreign Body Removal		10120		24600		24640		26600		26605		27250		27560

		Lozalize Foreign Body Ultrasound		76999

		Extensor Tendon Repair (Hand)		26140

		Extensor Tendon Repair (Finger)		26418

		Simple/Intermediate Laceration Repair		12001-12018; 12031-12037; 12041-12044; 12051-12056

		Complicated Laceration Repair		13300

		Wound Exploration		20100-20103

		Genitourinary / Reproductive (Urology & Ob-Gyn)

		Caesarean section (Peri-mortem)		59514

		Vaginal Foreign Body Removal		99285

		Vaginal Delivery		59409

		I&D Bartholin's Cyst/Abscess		56420

		Transvaginal Ultrasound (pregnancy)		76815

		Vascular (Central and Peripheral)

		Cutdown (<1yr)		36420

		Arterial Catheter Placement		36620

		Central Line/CVP Catheter		36489

		Swan-Ganz (PA) Catheter Placement		36015

		Ultrasound Assisted Line Placement		76942
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MEMORANDUM FOR:  SAUSHEC GMEC


SUBJECT:  
Emergency Medicine Resident Competencies by training year


FROM:
Robert DeLorenzo, LTC, USA, MC




William Gibson, LtCol, USAF, MC, FS


Note:


The emergency department has staff in attendance at all times.  Residents who are deemed to have procedural competency to perform a procedure means the following conditions are met:


1. The resident discusses the risks and benefits of the procedure with staff prior to performing the procedure


2. The staff physician is not necessarily at the bedside, but is available in the emergency department at all times.


3. A senior resident who has procedural competency may supervise a junior resident in procedures with the permission of the staff physician.


4. Privileges are only permitted if the staff physician has credentials for the particular ultrasound procedure.


EM1 Training Year:


Approved Independent Procedures for EM1 residents:


Procedure








        CPT Code


1. History and Physical









2. Endotracheal & Nasalotracheal intubation



99288


3. Anterior Nasal Packing





30901


4. Posterior Nasal Packing





30905


5. Lumbar Puncture






62270


6. Rectal Foreign Body Removal (incl. impaction)


45915


7. I&D Thrombosed Hemmorhoid




46320


8. I&D Perianal Abscess






45050


9. Vaginal Foreign Body Removal




99285


B)  Approved Procedures with Supervision for EM1 residents:


1. Use of larnygeal mask airway


2. Indirect Laryngoscopy





31505


3. Fiberoptic Laryngoscopy





31575


4. Cricothyroidotomy






31505


5. Lateral Canthotomy






67715


6. Peripheral Cutdown






36420


7. Arterial Catheter Placement





36620


8. Central Line/CVP Catheter





36489


9. Swan-Ganz (PA) Catheter Placement




36015


10. Ultrasound Assisted Line Placement




76942


11. Complicated Laceration Repair




13300


12. Wound Exploration






20100-20103


13. Skin Foreign Body Removal





10120


14. Localize Foreign Body Ultrasound




76999


15. Extensor Tendon Repair, hand




26140


16. Extensor Tendon Repair, finger




26418


17. Ocular Foreign Body Removal




65205


18. Splinting







29130


19. Peripheral Nerve Block





64450


20. Procedural Sedation






90784


21. Stabilize Pelvic Fracture





27193


22. Dislocation Reduction






23650


23. I&D Sebaceous Cyst






10060


24. Arthrocentesis (knee)






29705


25. Arthrocentesis (wrist/elbow/ankle)




20605


26. Arthrocentesis (finger/toe)





20600


27. Field Amputation (leg)





27880


28. Focused Abdominal Ultrasound




76705


29. Peritoneal Lavage






49080


30. Paracentesis (abdominal)





49080


31. Interpret electrocardiograms





93000


32. Emergency Vaginal Delivery





59409


33. Caesarean Section (Peri-mortem)




59514


34. Vaginal Foreign Body Removal




99285


35. I&D Bartholin’s Cyst/Abscess




56420


36. Transvaginal Ultrasound (pregnancy)




76815


EM2 Training Year:


A)  Approved Independent Procedures for EM2 residents:


All procedures approved for EM1 year


AND


1. Cardioversion/Defibrillation





92960


2. Pericardiocentesis






33010


3. Thoracentesis







32000


4. Tube Thoracostomy






32020


5. Thoracotomy







32110


6. Indirect Laryngoscopy





31505


7. Fiberoptic Laryngoscopy





31575


8. Cricothyroidotomy






31505


9. Lateral Canthotomy






67715


10. Peripheral Cutdown






36420


11. Arterial Catheter Placement





36620


12. Central Line/CVP Catheter





36489


13. Swan-Ganz (PA) Catheter Placement




36015


14. Ultrasound Assisted Line Placement




76942


15. Complicated Laceration Repair




13300


16. Wound Exploration






20100-20103


17. Skin Foreign Body Removal





10120


18. Localize Foreign Body Ultrasound




76999


19. Extensor Tendon Repair, hand




26140


20. Extensor Tendon Repair, finger




26418


21. Ocular Foreign Body Removal




65205


22. Splinting







29130


23. Peripheral Nerve Block





64450


24. Procedural Sedation






90784


25. Stabilize Pelvic Fracture





27193


26. Dislocation Reduction






23650


27. I&D Sebaceous Cyst






10060


28. Arthrocentesis (knee)






29705


29. Arthrocentesis (wrist/elbow/ankle)




20605


30. Arthrocentesis (finger/toe)





20600


31. Field Amputation (leg)





27880


32. Focused Abdominal Ultrasound




76705


33. Peritoneal Lavage






49080


34. Paracentesis (abdominal)





49080


35. Interpret electrocardiograms





93000


36. Emergency Vaginal Delivery





59409


37. Caesarean Section (Peri-mortem)




59514


38. Vaginal Foreign Body Removal




99285


39. I&D Bartholin’s Cyst/Abscess




56420


40. Transvaginal Ultrasound (pregnancy)




76815


B)  Procedures Approved with Supervision:


1. Resuscitation leader






99291


2. Neonatal Resuscitation





99440


C) May Supervise the following procedures:


1. Interpret electrocardiograms





93000


2. Cardioversion/Defibrillation





92960


3. Pericardiocentesis






33010


4. Thoracentesis







32000


5. Tube Thoracostomy






32020


6. Indirect Laryngoscopy





31505


7. Fiberoptic Laryngoscopy





31575


8. Cricothyroidotomy






31505


9. Lateral Canthotomy






67715


10. Peripheral Cutdown






36420


11. Arterial Catheter Placement





36620


12. Central Line/CVP Catheter





36489


13. Swan-Ganz (PA) Catheter Placement




36015


14. Ultrasound Assisted Line Placement




76942


15. Complicated Laceration Repair




13300


16. Wound Exploration






20100-20103


17. Skin Foreign Body Removal





10120


18. Localize Foreign Body Ultrasound




76999


19. Extensor Tendon Repair, hand




26140


20. Extensor Tendon Repair, finger




26418


21. Ocular Foreign Body Removal




65205


22. Splinting







29130


23. Peripheral Nerve Block





64450


24. Procedural Sedation






90784


25. Stabilize Pelvic Fracture





27193


26. Dislocation Reduction






23650


27. I&D Sebaceous Cyst






10060


28. Arthrocentesis (knee)






29705


29. Arthrocentesis (wrist/elbow/ankle)




20605


30. Arthrocentesis (finger/toe)





20600


31. Field Amputation (leg)





27880


32. Focused Abdominal Ultrasound




76705


33. Peritoneal Lavage






49080


34. Paracentesis (abdominal)





49080


35. Vaginal Foreign Body Removal




99285


36. I&D Bartholin’s Cyst/Abscess




56420


37. Transvaginal Ultrasound (pregnancy)




76815


EM3 Training Year:


A)  Approved Independent Procedures for EM3 residents:


All independent procedures for EM2 level 



AND:


1. Resuscitation leader






99291


2. Neonatal Resuscitation





99440


3. Skull Burr Hole






61107


B)  May Supervise just as the EM2  AND the following procedures:


1. Emergency Vaginal Delivery





59409


2. Caesarean Section (Peri-mortem)




59514


3. Thoracotomy







32110


DelorenzoRA
procedure list2.doc
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Model of the Clinical Practice of Emergency Medicine” is so important to our specialty that we
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creating the Model to further enhance the specialty’s growth and maturation.
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Preamble


In 1975 the American College of Emergency Physicians and the University Association for Emergency


Medicine (now the Society for Academic Emergency Medicine; SAEM) conducted a practice analysis of the


emerging field of Emergency Medicine. This work resulted in the development of the current Core Content of


Emergency Medicine, a listing of common conditions, symptoms, and diseases seen and evaluated in


emergency departments. The Core Content listing has subsequently been revised four times, expanding from


five to 20 pages. However, none of these revisions had the benefit of empirical analysis of the developing


specialty but relied solely upon expert opinion.


Following the most recent revision of the Core Content listing in 1997, the contributing organizations felt that


the list had become complex and unwieldy, and subsequently agreed to address this issue by commissioning a


task force to re-evaluate the Core Content listing and the process for revising the list. As part of its final set of


recommendations, the Core Content Task Force recommended that the specialty undertake a practice analysis


of the clinical practice of Emergency Medicine. Results of a practice analysis would provide an empirical


foundation for content experts to develop a core document that would represent the needs of the specialty.


Following the completion of its mission, the Core Content Task Force recommended commissioning another


task force that would be charged with the oversight of a practice analysis of the specialty - Core Content


Task Force II. The practice analysis relied upon both empirical data and the advice of several expert panels


and resulted in the Model of the Clinical Practice of Emergency Medicine (Model). The Model resulted from


the need for a more integrated and representative presentation of the Core Content of Emergency Medicine.


The Model was created through the collaboration of six organizations:


American Board of Emergency Medicine (ABEM)


American College of Emergency Physicians (ACEP)
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Council of Emergency Medicine Residency Directors (CORD)


Emergency Medicine Residents’ Association (EMRA)


Residency Review Committee for Emergency Medicine (RRC-EM)


Society for Academic Emergency Medicine (SAEM)


There are three components to the Model: 1) an assessment of patient acuity; 2) a description of the tasks that


must be performed to provide appropriate emergency medical care; and 3) a listing of common conditions,


symptoms, and disease presentations. Together these three components describe the clinical practice of


Emergency Medicine and differentiate it from the clinical practice of other specialties. The Model represents


essential information and skills necessary for the clinical practice of Emergency Medicine by board certified


emergency physicians.


Patients often present to the emergency department with signs and symptoms rather than a known disease or


disorder. Therefore, an emergency physician’s approach to patient care begins with the recognition of


patterns in the patient’s presentation that point to a specific diagnosis or diagnoses. Pattern recognition is both


the hallmark and cornerstone of the clinical practice of Emergency Medicine, guiding the diagnostic tests and


therapeutic interventions during the entire patient encounter.


The Model is designed for use as the core document for the specialty. It will provide the foundation for


developing future medical school and residency curricula, certification examination specifications, continuing


education objectives, research agendas, residency program review requirements, and other documents


necessary for the functional operation of the specialty.


During the fall of 2000, each of the contributing organizations conducted a thorough review of the document,


and ultimately endorsed the following version of the Model. The Task Force recommends that future
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revisions of this document be inputted, reviewed, and endorsed by the contributing organizations.


Robert S. Hockberger, MD


Chair, Core Content Task Force II


December 12, 2000
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Overview


There are multiple components of the Model of the Clinical Practice of Emergency Medicine. The


components of the Model are given in two complementary documents: 1) the Matrix; and 2) the Listing of


Conditions and Components.


Matrix


The Matrix is organized along two principal dimensions: Patient Acuity and Physician Tasks (See Table 1).


The Matrix represents all possible physician-patient interactions that are determined by patient acuity and the


tasks that may be performed during a patient encounter. Patient acuity is most fundamental in determining the


priority and sequence of tasks necessary to successfully manage the presenting patient. The Matrix represents


how an emergency physician modifies the tasks necessary to perform appropriate patient care based on the


patient acuity.


Patient Acuity


An emergency physician’s frame of reference in a patient encounter is fundamentally related to the acuity of


the patient’s condition. Establishing the acuity level is essential for defining the context for action, the


priorities of the patient encounter, and consequently, the order of tasks necessary to manage the patient


successfully. In the Model of the Clinical Practice of Emergency Medicine, patient acuity includes critical,


emergent, and lower acuity (See Table 2).


Physician Tasks


The physician tasks include the range of activities and the dynamic nature of the practice of Emergency


Medicine (See Table 3). Emergency physicians simultaneously consider multiple factors involved in patient


care that may alter the direction of patient management. For example, the approach to the patient can change


dramatically when considering a pediatric vs. a geriatric presentation of the same complaint, i.e. modifying
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factors. The physician tasks apply to patients of all ages. While there are no separate sections on the care of


pediatric or geriatric patients, users of the document should consider including pediatric and geriatric aspects


of patient care related to each task. When considered together, these tasks are directly related to the broad


competencies expected of board certified emergency physicians.


Following is a concise example of how patient acuity and physician tasks can be applied to patients presenting


with the same complaint of chest pain:


1. A 55-year old hypertensive diabetic male with crushing chest pain, diaphoresis, and a blood pressure


of 60 systolic who is clutching his chest.


Acuity Frame: Critical


Implications: Immediate intervention is necessary to manage and stabilize vital functions. High


probability of mortality exists without immediate intervention.


2. A 74-year old female with a history of angina presenting with three-to-five minutes of dull chest pain


typical of her angina. She has stable vital signs and her pain is relieved by nitroglycerin.


Acuity Frame: Emergent


Implications: Initiation of monitoring, vascular access, evaluation, and treatment must be performed


quickly. Progression in severity, complications, or morbidity may occur without immediate treatment.
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3. A 12-year old female with non-traumatic sharp chest pain lasting for several days that intensifies with


movement of the torso.


Acuity Frame: Lower acuity


Implications: Patient’s symptoms should be addressed promptly. However, progression to major


complications would be unlikely.


Listing of Conditions and Components


The Listing of Conditions and Components contains the fundamental, or core, patient conditions that present


to emergency departments. The listing is based on data collected by the National Center for Health Statistics at


the Centers for Disease Control and Prevention (CDC) during 1995-1996. The CDC data was collected from


40,000 emergency department records statistically representative of 90.3 million emergency department visits


in metropolitan and non-metropolitan short-stay or general hospitals in all 50 states and the District of


Columbia. Frequency of occurrence was a primary factor in determining inclusion in the Listing of Conditions


and Components. Frequency of occurrence, however, was not the sole determinant of inclusion, nor was the


number of entries pertaining to a single topic representative of importance. The final list was developed by


several expert panels of practicing emergency physicians based on: 1) frequency of occurrence; 2) critical


nature of patient presentation; and 3) basic organizational structure.


Appendix 1 outlines the diagnostic and/or therapeutic procedures or tests that are essential to the clinical


practice of Emergency Medicine. Emergency physicians must know the indications for ordering, be able to


perform, and be able to interpret the results of the listed items.
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Appendix 2 lists the other essential components of Emergency Medicine practice. These include such items as


administration; communication and interpersonal issues; research; and risk management, legal, and regulatory


issues. Emergency Physicians should have a basic knowledge of these components and be able to apply them


to their clinical practice.


NOTE: The Listing of Conditions and Components is not intended to be comprehensive. It is intended to be


representative of the most frequent conditions seen and those with the most serious implications for patients


presenting to the emergency department.
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Table 1. Matrix of Physician Tasks by Patient Acuity
PATIENT ACUITY


PHYSICIAN TASKS


Critical Emergent Lower Acuity


Pre-Hospital Care


Emergency Stabilization


Performance of Focused
History and Physical Examination


Modifying Factors


Professional Issues


Diagnostic Studies


Diagnosis


Therapeutic Interventions


Pharmacotherapy


Observation and Reassessment


Consultation and Disposition


Prevention and Education


Documentation


Multi-Tasking & Team Management
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Table 2. Patient Acuity Definitions


Critical Emergency Lower Acuity


Patient presents with
symptoms of a life
threatening illness or injury
with a high probability of
mortality if immediate
intervention is not begun to
prevent further
hemodynamic, airway,
respiratory, and/or
neurologic instability.


Patient presents with
symptoms of an illness or
injury that may progress in
severity or result in
complications with a high
probability for morbidity if
treatment is not begun
quickly.


Patient presents with
symptoms of an illness or
injury that have a low
probability of progression
to more serious disease or
development of
complications.
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Table 3. Physician Task Definitions


Pre-Hospital Care


Participate actively in pre-hospital care; provide direct patient care or on-line or off-line medical direction or


interact with pre-hospital medical providers; assimilate information from pre-hospital care into the assessment


and management of the patient.


Emergency Stabilization


Conduct primary assessment and take appropriate steps to stabilize and treat patients.


Performance of Focused History and Physical Examination


Communicate effectively to interpret and evaluate the patient’s symptoms and history; identify pertinent risk


factors in the patient’s history; provide a focused evaluation; interpret the patient’s appearance, vital signs and


condition; recognize pertinent physical findings; perform techniques required for conducting the exam.


Modifying Factors


Recognize age, gender, ethnicity, barriers to communication, socioeconomic status, underlying disease, and


other factors that may affect patient management.


Professional and Legal Issues


Understand and apply principles of professionalism, ethics, and legal concepts pertinent to patient


management.


Diagnostic Studies


Select and perform the most appropriate diagnostic studies and interpret the results.


Diagnosis


Develop a differential diagnosis and establish the most likely diagnoses in light of the history, physical,


interventions, and test results.


Therapeutic Interventions


Perform procedures and non-pharmacologic therapies, and counsel.
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Table 3 (continued)


Pharmacotherapy


Select appropriate pharmacotherapy, recognize pharmacokinetic properties, and anticipate drug interactions


and adverse effects.


Observation and Reassessment


Evaluate and re-evaluate the effectiveness of a patient’s treatment or therapy, including addressing


complications and potential errors; monitor, observe, manage, and maintain the stability of one or more


patients who are at different stages in their work-ups.


Consultation and Disposition


Collaborate with physicians and other professionals to evaluate and treat patients, arrange appropriate


placement and transfer if necessary, formulate a follow-up plan, and communicate effectively with patients,


family, and involved health care members.


Prevention and Education


Apply epidemiologic information to patients at risk; conduct patient education; select appropriate disease and


injury prevention techniques.


Documentation


Communicate patient care information in a concise manner that facilitates quality care and coding.


Multi-Tasking and Team Management


Prioritize multiple patients in the emergency department in order to provide optimal patient care; Interact,


coordinate, educate, and supervise all members of the patient management team; utilize appropriate hospital


resources; have familiarity with disaster management.
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Listing of Conditions and Components


NOTE: This listing is not intended to be comprehensive. It is intended to be representative of the
most frequent conditions seen and those with the most serious implications for patients presenting to
the emergency department.


1.0 SIGNS, SYMPTOMS AND PRESENTATIONS


Critical Emergent Lower Acuity


1.1 General
Altered mental status X X
Anxiety X
Apnea X
Ataxia X X
Back pain X X X
Bleeding X X X
Coma X
Confusion X
Crying/Fussiness X X
Cyanosis X
Decreased level of consciousness X X
Dehydration X X
Dizziness X X
Edema X X
Failure to thrive X X
Fatigue X X
Feeding problems X
Fever X X X
Hypotension X X
Jaundice X
Joint pain/Swelling X X
Limp X X
Lymphadenopathy X
Malaise X X
Multiple trauma X X
Needle stick X X
Pain X X X
Paralysis X X
Paresthesia/Dysthesia X X
Poisoning X X X
Pruritus X X
Rash X X X
Shock X
SIDS (See 3.1) X
Sleeping problems X
Syncope X X X
Tremor X X
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Weakness X X
Weight loss X X


1.2 Abdominal
Abnormal vaginal bleeding X X X
Anuria X
Ascites X X
Colic X X
Constipation X
Cramps X X
Diarrhea X X
Dysmenorrhea X
Dysuria X
Hematemesis X X
Hematochezia X X X
Hematuria X X
Nausea/Vomiting X X
Pain X X X
Pelvic pain X X
Peritonitis X X
Rectal bleeding X X X
Rectal pain X X
Urinary incontinence X
Urinary retention X


1.3 Chest
Chest pain X X X
Cough X X
Dyspnea X X
Hemoptysis X X
Hiccough X
Palpitations X X X
Shortness of breath X X
Tachycardia X X
Wheezing X X


1.4 Head and Neck
Congestion X
Diplopia X
Dysphagia X X
Eye pain X X
Headache (See 12.3) X X X
Loss of hearing X
Loss of vision X
Rhinorrhea X
Sore throat X X
Stridor X X
Tinnitus X
Vertigo X X
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2.0 ABDOMINAL AND GASTROINTESTINAL DISORDERS


Critical Emergent Lower Acuity


2.1 Abdominal Wall
Hernias X X


2.2 Esophagus
Infectious disorders


Candida (See 4.4, 7.5) X X
Inflammatory disorders


Esophagitis X X
Gastroesophageal reflux (GERD) X
Toxic effects of caustic (See 17.1)


Acid X X
Alkali X X


Motor abnormalities
Spasms X


Structural disorders
Boerhaave’s syndrome X X
Diverticula X X
Foreign body X
Hernias X X
Mallory-Weiss syndrome X X
Stricture and stenosis X X
Tracheoesophageal fistula X X
Varices X X


Tumors X X


2.3 Liver
Cirrhosis X X


Alcoholic X X
Biliary obstructive X
Drug-induced X X


Hepato-renal failure X X
Infectious disorders X X


Abscess X
Hepatitis


Acute X X
Chronic X


Tumors X X


2.4 Gall Bladder and Biliary Tract
Cholangitis X X
Cholecystitis X
Cholelithiasis/Choledocholithiasis X X
Tumors X X


2.5 Pancreas
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Pancreatitis X X
Tumors X X


2.6 Peritoneum
Spontaneous bacterial peritonitis X X


2.7 Stomach
Infectious disorders X
Inflammatory disorders


Gastritis X X
Peptic ulcer disease X X


Hemorrhage X X
Perforation X X


Structural disorders
Congenital hypertrophic pyloric


stenosis X
Foreign body X X


Tumors X X


2.8 Small Bowel
Infectious disorders X X
Inflammatory disorders


Regional enteritis/Crohn’s disease X X
Motor abnormalities


Obstruction X
Paralytic ileus X


Structural disorders
Aortoenteric fistula X
Congenital anomalies X X
Intestinal malabsorption X X
Meckel’s diverticulum X X


Tumors X X
Vascular insufficiency X X


2.9 Large Bowel
Infectious disorders


Antibiotic associated X
Bacterial X X
Parasitic X X
Viral X X


Inflammatory disorders
Acute appendicitis X
Necrotizing enterocolitis (NEC) X X
Radiation colitis X
Ulcerative colitis X X


Motor abnormalities
Hirschsprung’s disease X X
Irritable bowel X
Obstruction X
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Structural disorders
Congenital anomalies X X
Diverticula X X
Intussusception X X
Volvulus X X


Tumors X X


2.10 Rectum and Anus
Infectious disorders


Perianal/Anal abscess X X
Perirectal abscess X
Pilonidal cyst and abscess X X


Inflammatory disorders
Proctitis X


Structural disorders
Anal fissure X
Anal fistula X X
Congenital anomalies X
Foreign body X X
Hemorrhoids X
Rectal prolapse X


Tumors X X
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3.0 CARDIOVASCULAR DISORDERS


Critical Emergent Lower Acuity


3.1 Cardiopulmonary Arrest X
SIDS (See 1.1) X


3.2 Congenital Abnormalities of the Cardiovascular System
Disorders due to anatomic anomalies X X X
Genetically transmitted disorders X X X


3.3 Disorders of Circulation
Arterial


Aneurysm X X X
Aortic dissection X
Thromboembolism X


Venous
Thromboembolism (See 16.6) X X


3.4 Disturbances of Cardiac Rhythm
Cardiac dysrhythmias X X X


Ventricular X X
Supraventricular X X X


Conduction disorders X X X


3.5 Diseases of the Myocardium, Acquired
Cardiac failure X X


Cor pulmonale X X
High output X X
Low output X X


Cardiomyopathy X X X
Hypertrophic X X X


Congestive heart failure X X
Coronary syndromes X X
Ischemic heart disease X X
Myocardial infarction X X
Myocarditis X X X
Ventricular aneurysm X X X


3.6 Diseases of the Pericardium
Pericardial tamponade (See 18.1) X X
Pericarditis X X


3.7 Endocarditis X X


3.8 Hypertensive Emergencies X X


3.9 Tumors X X
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3.10 Valvular Disorders X X X
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4.0 CUTANEOUS DISORDERS


Critical Emergent Lower Acuity
4.1 Cancers of the Skin


Basal cell X
Kaposi’s sarcoma X
Melanoma X
Squamous cell X


4.2 Decubitus Ulcer X X


4.3 Dermatitis
Atopic X
Contact X
Eczema X
Psoriasis X
Sebaceous cyst X
Seborrhea X


4.4 Infections
Bacterial


Abscess X X
Cellulitis X X
Erysipelas X
Impetigo X
Necrotizing infection X X


Fungal
Candida (See 2.2, 7.5) X
Tinea X


Parasitic
Pediculosis infestation X
Scabies X


Viral
Aphthous ulcers X
Erythema infectiosum X
Herpes simplex (See 10.6, 13.1) X
Herpes zoster (See 10.6) X X
Human papillomavirus (HPV) (See 13.1) X
Molluscum contagiosum X
Warts X


4.5 Maculopapular Lesions
Erythema multiforme X X
Erythema nodosum X
Henoch-Schönlein purpura (HSP) X
Pityriasis rosea X
Purpura X X
Urticaria X X
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4.6 Papular/Nodular Lesions
Hemangioma/Lymphangioma X
Lipoma X


4.7 Vesicular/Bullous Lesions
Pemphigus X
Staphylococcal scalded skin syndrome X X
Stevens Johnson syndrome X X
Toxic epidermal necrolysis X X
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5.0 ENDOCRINE, METABOLIC, AND NUTRITIONAL DISORDERS


Critical Emergent Lower Acuity
5.1 Acid-Base Disturbances


Metabolic or respiratory
Acidosis X X
Alkalosis X X X


Mixed acid-base balance disorder X X


5.2 Adrenal Disease
Corticoadrenal insufficiency X X
Cushing’s syndrome X X


5.3 Fluid and Electrolyte Disturbances
Calcium metabolism X X X
Fluid overload/Volume depletion X X
Hyperkalemia/Hypokalemia X X X
Hypernatremia/Hyponatremia X X X
Magnesium metabolism X X
Phosphorus metabolism X X


5.4 Glucose Metabolism
Diabetes mellitus


Type I X X X
Type II X X
Complications in glucose metabolism


Diabetic ketoacidosis (DKA) X X
Hyperglycemia X X
Hyperosmolar coma X X
Hypoglycemia X X
Systemic X X


5.5 Nutritional Disorders
Vitamin deficiencies X
Vitamin excess X
Wernicke-Korsakoff syndrome X


5.6 Parathyroid Disease X X


5.7 Pituitary Disorders X X
Panhypopituitarism X


5.8 Thyroid Disorders
Hyperthyroidism X X X
Hypothyroidism X X
Thyroiditis X X


5.9 Tumors of Endocrine Glands
Adrenal X X
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Pituitary X X
Thyroid X X
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6.0 ENVIRONMENTAL DISORDERS


Critical Emergent Lower Acuity
6.1 Bites and Envenomation (See 18.1)


Arthropods X X
Insects X
Spiders X X


Mammals X X
Marine organisms (See 17.1) X X X
Snakes X X X


6.2 Dysbarism
Air embolism X X
Barotrauma X X X
Decompression syndrome X X


6.3 Electrical Injury (See 18.1) X X X
Lightning X X


6.4 High-Altitude Illness
Acute mountain sickness X X
Barotrauma of ascent X X
High-altitude cerebral edema X X
High-altitude pulmonary edema X X


6.5 Submersion Incidents
Cold water immersion X X
Near drowning X X


6.6 Temperature-Related Illness
Heat


Heat exhaustion X X
Heat stroke X


Cold
Frostbite X X
Hypothermia X X
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7.0 HEAD, EAR, EYE, NOSE, THROAT DISORDERS


Critical Emergent Lower Acuity
7.1 Ear


Foreign body X X
Impacted cerumen X


Labyrinthitis X
Mastoiditis X
Meniere’s disease X
Otitis externa X


Infective X
Malignant X


Otitis media X X
Perforated tympanic membrane (See 18.1) X


7.2 Eye
External eye


Blepharitis X
Burn confined to eye and adnexa (See 18.1) X
Conjunctivitis X
Corneal abrasions (See 18.1) X X
Dacryocystitis X X
Disorders of lacrimal system X
Foreign body X X
Inflammation of the eyelids X


Chalazion X
Hordeolum X


Anterior pole
Glaucoma X X
Hyphema (See 18.1) X X
Iritis (See 18.1) X X


Posterior pole
Choroiditis/Chorioretinitis X
Optic neuritis X
Papilledema X X
Retinal detachments and defects
(See 18.1) X


Retinal vascular occlusion X


Orbit
Cellulitis


Preseptal X
Postseptal X


Purulent endophthalmitis X


7.3 Cavernous Sinus Thrombosis X X
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7.4 Nose
Epistaxis X X X
Foreign body X X
Rhinitis X
Sinusitis X


7.5 Oropharynx/Throat
Dentalgia X
Diseases of the oral soft tissue


Ludwig’s angina X X
Stomatitis X


Diseases of the salivary glands
Sialolithiasis X X
Suppurative parotitis X


Foreign body X X
Gingival and periodontal disorders


Gingivostomatitis X
Larynx/Trachea


Epiglottitis (See 16.1) X X
Laryngitis X
Tracheitis X X


Oral candidiasis (See 2.2, 4.4) X
Periapical abscess X X
Peritonsillar abscess X
Pharyngitis/Tonsillitis X
Retropharyngeal abscess X X
Temporomandibular joint disorders X


7.6 Tumors X X
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8.0 HEMATOLOGIC DISORDERS


Critical Emergent Lower Acuity
8.1 Blood Transfusion


Complications X X


8.2 Hemostatic Disorders
Coagulation defects X X X


Acquired X X X
Hemophilias X X X


Disseminated intravascular coagulation X
Platelet disorders X X X


Thrombocytopenia X X


8.3 Lymphomas X X


8.4 Pancytopenia X X


8.5 Red Blood Cell Disorders
Anemias


Aplastic X X
Hemoglobinopathies X X


Sickle cell disease X X
Hemolytic X
Hypochromic


Iron deficiency X X
Megaloblastic X X


Polycythemia X X
Methemoglobinemia (See 17.1) X X


8.6 White Blood Cell Disorders
Leukemia X X
Multiple myeloma X X
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9.0 IMMUNE SYSTEM DISORDERS


Critical Emergent Lower Acuity
9.1 Collagen Vascular Disease


Raynaud’s disease X
Reiter’s syndrome X X
Rheumatoid arthritis (See 11.3) X X
Scleroderma X X
Systemic lupus erythematosus X X
Vasculitis X X


9.2 HIV and Manifestations (See 10.6) X X X


9.3 Hypersensitivity
Allergic reaction X X
Anaphylaxis X
Angioedema X X
Drug allergies X X X


9.4 Kawasaki Syndrome X


9.5 Sarcoidosis X X


9.6 Transplant-Related Problems X X X
Immunosuppression X X
Rejection X X
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10.0 SYSTEMIC INFECTIOUS DISORDERS


Critical Emergent Lower Acuity
10.1 Bacterial


Bacterial food poisoning X X
Botulism X X


Chlamydia X X
Gonococcal infections X X
Meningococcemia X X
Mycobacterial infections


Atypical mycobacteria X X
Tuberculosis X X


Other bacterial diseases X X
Gas gangrene (See 11.6) X X


Sepsis/Bacteremia X X
Shock X
Systemic inflammatory response


syndrome (SIRS) X X
Toxic shock syndrome X X


Spirochetes
Syphilis X X


Tetanus X X


10.2 Biologic Weapons X X


10.3 Fungal Infections X X


10.4 Protozoan - Parasites
Malaria X
Toxoplasmosis X X


10.5 Tick-Borne
Ehrlichiosis X
Lyme disease X
Rocky Mountain spotted fever X


10.6 Viral X X
Infectious mononucleosis X X
Influenza/Parainfluenza X X
Hantavirus X X
Herpes simplex (See 4.4, 13.1) X X
Herpes zoster/Varicella (See 4.4) X X
HIV (See 9.2) X X X
Rabies X
Roseola X
Rubella X
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11.0 MUSCULOSKELETAL DISORDERS (NONTRAUMATIC)


Critical Emergent Lower Acuity
11.1 Bony Abnormalities


Aseptic necrosis of hip X X
Osteomyelitis X
Tumors X X


11.2 Disorders of the Spine
Disc disorders X X
Inflammatory spondylopathies X X
Low back pain


Cauda equina syndrome (See 18.1) X
Sacroiliitis X
Sprains/Strains X


11.3 Joint Abnormalities
Arthritis


Septic X
Gout X X
Rheumatoid (See 9.1) X
Juvenile X
Osteoarthrosis X


Congenital dislocation of the hip X X
Slipped capital femoral epiphysis X


11.4 Muscle Abnormalities
Myalgia/Myositis X
Rhabdomyolysis X X


11.5 Overuse Syndromes
Bursitis X
Muscle strains X
Peripheral nerve syndrome X


Carpal tunnel syndrome X
Tendonitis X


11.6 Soft Tissue Infections
Fasciitis X
Felon X
Gangrene (See 10.1) X X
Paronychia X X
Synovitis/Tenosynovitis X X
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12.0 NERVOUS SYSTEM DISORDERS


Critical Emergent Lower Acuity
12.1 Cranial Nerve Disorders X


Bell’s palsy X
Trigeminal neuralgia X


12.2 Demyelinating Disorders X X
Multiple sclerosis X X


12.3 Headache (See 1.4) X X X
Muscle contraction X
Vascular X X


12.4 Hydrocephalus X X
Normal pressure X X
VP shunt X


12.5 Infections/Inflammatory Disorders
Encephalitis X X
Intracranial and intraspinal abscess X X
Meningitis


Bacterial X X
Viral X X


Myelitis X
Neuralgia/Neuritis X


12.6 Movement Disorders X X
Dystonic reaction X X


12.7 Neuromuscular Disorders
Guillain-Barré syndrome X X
Myasthenia gravis X X


12.8 Other Conditions of the Brain
Dementia (See 14.5) X
Parkinson’s disease X
Pseudotumor cerebri X X


12.9 Seizure Disorders X X X
Febrile X X
Neonatal X
Status epilepticus X


12.10 Spinal Cord Compression X X


12.11 Stroke
Hemorrhagic
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Intracerebral X X
Subarachnoid X X


Ischemic
Embolic X X
Thrombotic X X


12.12 Transient Cerebral Ischemia X X


12.13 Tumors X X
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13.0 OBSTETRICS AND GYNECOLOGY


Critical Emergent Lower Acuity
13.1 Female Genital Tract


Cervix
Cervicitis and endocervicitis X X
Tumors X


Infectious disorders
Pelvic inflammatory disease X


Fitz-Hugh-Curtis syndrome X
Tubo-ovarian abscess X


Lesions
Herpes simplex (See 4.4, 10.6) X
Human papillomavirus (HPV)


(See 4.4) X
Ovary


Cyst X
Torsion X
Tumors X X


Uterus
Dysfunctional bleeding X X
Endometriosis X
Prolapse X
Tumors X X


Gestational trophoblastic disease X
Leiomyoma X


Vagina and vulva
Bartholin’s abscess X
Foreign body X X
Vaginitis/Vulvovaginitis X


13.2 Normal Pregnancy X


13.3 Complications of Pregnancy
Abortion X
Ectopic pregnancy X X
Hemolysis, elevated liver enzymes,


low platelets (HELLP) syndrome X X
Hemorrhage, antepartum


Abruptio placentae (See 18.2) X X
Placenta previa X X


Hyperemesis gravidarum X X
Hypertension complicating pregnancy X X


Eclampsia X X
Preeclampsia X


Infections X
Rh isoimmunization X


13.4 High Risk Pregnancy X X







Model of the Clinical Practice of Emergency Medicine 37


13.5 Normal Labor and Delivery X X


13.6 Complications of Labor
Fetal distress X
Premature labor (See 18.2) X
Premature rupture of membranes X
Rupture of uterus (See 18.2) X


13.7 Complications of Delivery
Malposition of fetus X X
Nuchal cord X
Prolapse of cord X


13.8 Postpartum Complications
Endometritis X
Hemorrhage X X
Mastitis X X
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14.0 PSYCHOBEHAVIORAL DISORDERS


Critical Emergent Lower Acuity
14.1 Addictive Behavior


Alcohol dependence X
Drug dependence X
Eating disorders X X
Substance abuse X


14.2 Mood Disorders and Thought Disorders
Acute Psychosis X X
Bipolar disorder X X
Depression X X


Suicidal risk X X
Grief reaction X
Schizophrenia X X


14.3 Factitious Disorders
Drug-seeking behavior X
Munchausen syndrome/Munchausen by proxy X X


14.4 Neurotic Disorders
Anxiety/Panic X
Obsessive compulsive X
Phobic X
Post-traumatic stress X


14.5 Organic Psychoses
Chronic organic psychotic conditions X


Alcoholic psychoses X X
Drug psychoses X X


Delirium X
Dementia (See 12.8) X
Intoxication and/or withdrawal (See 17.1)


Alcohol X X
Hallucinogens X X
Opioids X X X
Phencyclidine X
Sedatives/Hypnotics/Anxiolytics X X X
Sympathomimetics and cocaine X X X


14.6 Patterns of Violence/Abuse/Neglect
Domestic 


Child, spouse, elder X
Homicidal Risk X X
Sexual assault X X
Staff/Patient safety X


14.7 Personality Disorders X
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14.8 Psychosomatic Disorders
Hypochondriasis X
Hysteria/Conversion X
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15.0 RENAL AND UROGENITAL DISORDERS


Critical Emergent Lower Acuity
15.1 Acute and Chronic Renal Failure X X X


15.2 Complications of Renal Dialysis X X


15.3 Glomerular Disorders
Glomerulonephritis X X
Nephrotic syndrome X X


15.4 Infection
Cystitis X
Pyelonephritis X
Urinary tract infection (UTI) X


15.5 Male Genital Tract
Genital lesions X
Hernias X X
Inflammation/Infection


Balanitis/Balanoposthitis X X
Epididymitis/Orchitis X X
Gangrene of the scrotum


(Fournier’s gangrene) X X
Prostatitis X X
Urethritis X


Structural
Paraphimosis/Phimosis X
Priapism X
Prostatic hypertrophy (BPH) X
Torsion of testis X


Testicular masses X
Tumors


Prostate X
Testis X


15.6 Nephritis X X
Hemolytic uremic syndrome X


15.7 Structural Disorders
Calculus of urinary tract X X
Obstructive uropathy X
Polycystic kidney disease X


15.8 Tumors X
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16.0 THORACIC-RESPIRATORY DISORDERS


Critical Emergent Lower Acuity
16.1 Acute Upper Airway Disorders


Infections
Croup X
Epiglottitis (See 7.5) X X
Pertussis/Whooping cough X X
Upper respiratory infection X


Obstruction X
Tracheostomy/Complications X X


16.2 Disorders of Pleura, Mediastinum, and Chest Wall
Costochondritis X
Mediastinitis X X
Pleural effusion X X
Pleuritis X
Pneumomediastinum X
Pneumothorax (See 18.1)


Simple X
Tension X


16.3 Noncardiogenic Pulmonary Edema X X


16.4 Obstructive/Restrictive Lung Disease
Asthma/Reactive airway disease X X
Bronchitis and bronchiolitis X X
Bronchopulmonary dysplasia X X
Chronic obstructive pulmonary disease X X X
Cystic fibrosis X X X
Environmental/Industrial exposure X X X
Foreign body X X


16.5 Physical and Chemical Irritants/Insults
Pneumoconiosis X X
Toxic effects of gases, fumes, vapors


(See 18.1) X X X


16.6 Pulmonary Embolism/Infarct
Septic emboli X X
Venous thromboembolism (See 3.3) X X


16.7 Pulmonary Infections
Lung abscess X
Pneumonia


Aspiration X X
Atypical X
Bacterial X X
Chlamydia X
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Fungal X X
Mycoplasmal X X
Viral X X X


Pulmonary tuberculosis X


16.8 Tumors
Breast X
Chest wall X
Pulmonary X X
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17.0 TOXICOLOGIC DISORDERS


Critical Emergent Lower Acuity
17.1 Drug and Chemical Classes


Analgesics
Acetaminophen X
Nonsteroidal anti-inflammatories


(NSAIDS) X X
Opiates and related narcotics X X
Salicylates X X


Alcohol
Ethanol X X X
Glycol X X
Isopropyl X X X
Methanol X X


Anesthetics X X
Anticholinergics/Cholinergics X X
Anticoagulants X X
Anticonvulsants X X
Antidepressants X X
Antiparkinsonism drugs X
Antihistamines and antiemetics X
Antipsychotics X X
Bronchodilators X
Carbon monoxide X X
Cardiovascular drugs


Antiarrhythmics X X
Antihypertensives X X
Beta blockers X X
Calcium channel blockers X X


Caustic agents
Acid X X
Alkali X X


Cocaine X X X
Cyanides, hydrogen sulfide X X
Hallucinogens X X
Hazardous materials X X
Heavy metals X X
Herbicides, insecticides, and


rodenticides
X X


Household/Industrial chemicals X X X
Hormones/Steroids X X
Hydrocarbons X X
Hypoglycemics/Insulin X X
Inhaled toxins X X
Iron X X
Isoniazid X X
Marine toxins (See 6.1) X X X
Methemoglobinemia (See 8.5) X X
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Mushrooms/Poisonous plants X X
Neuroleptics X X
Non-prescription drugs X X
Organophosphates X X
Recreational drugs X X X
Sedatives/Hypnotics X X
Stimulants/Sympathomimetics X X
Strychnine X X
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18.0 TRAUMATIC DISORDERS


Critical Emergent Lower Acuity
18.1 Trauma


Abdominal trauma
Diaphragm X X
Hollow viscus X X
Penetrating X X
Retroperitoneum X X
Solid organ X X
Vascular X X


Chest trauma
Aortic dissection/Disruption X
Contusion


Cardiac X X X
Pulmonary X X


Fracture
Clavicle X X
Ribs/Flail chest X X X
Sternum X X


Hemothorax X X
Penetrating chest trauma X X
Pericardial tamponade (See 3.6) X
Pneumothorax (See 16.2)


Simple X
Tension X


Cutaneous injuries
Avulsions X X
Bite wounds (See 6.1) X X
Burns


Electrical (See 6.3) X X X
Chemical (See 16.5) X X X
Thermal X X X


Lacerations X X
Puncture wounds X X


Facial fractures X
Dental X X
Le Fort X X X
Mandibular X X
Orbital X X


Genitourinary trauma
Bladder X
External genitalia X
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Renal X X
Ureteral X


Head trauma
Intracranial injury X X
Scalp lacerations/Avulsions X X
Skull fractures X X


Injuries of the spine
Dislocations/Subluxations X X
Fractures X X X
Sprains/Strains X


Lower extremity bony trauma
Dislocations/Subluxations X
Fractures (open and closed) X X


Neck trauma
Laryngotracheal injuries X X
Penetrating neck trauma X X
Vascular injuries


Carotid artery X X
Jugular vein X X


Ophthalmologic trauma
Corneal abrasions/Lacerations


(See 7.2) X X
Corneal burns


Acid X
Alkali X
Ultraviolet X X


Eyelid lacerations X
Foreign body X
Hyphema (See 7.2) X
Lacrimal duct injuries X
Penetrating globe injuries X
Retinal detachments (See 7.2) X
Traumatic iritis (See 7.2) X X


Otologic trauma
Hematoma X X
Perforated tympanic membrane (See 7.1) X


Pediatric fractures
Epiphyseal X X
Greenstick X
Torus X


Pelvic fracture X X
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Soft-tissue extremity injuries
Amputations/Replantation X
Compartment syndromes X
High-pressure injection X
Injuries to joints X X


Knee X X
Penetrating X


Penetrating soft-tissue X X
Periarticular X
Sprains and strains X
Tendon injuries


Lacerations/Transections X
Ruptures X


Achilles tendon X
Patellar tendon X


Spinal cord and nervous system trauma
Cauda equina syndrome (See 11.2) X
Injury to nerve roots X X
Peripheral nerve injury X X
Spinal cord injury X X


Spinal cord injury without
radiologic abnormality (SCIWORA) X


Upper extremity bony trauma
Dislocations/Subluxations X
Fractures (open and closed) X X


18.2 Trauma in Pregnancy
Abruptio placentae (See 13.3) X X
Perimortem C-section X
Premature labor (See 13.6) X
Rupture of uterus (See 13.6) X


18.3 Multi-system Trauma X X
Blast injury X X
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Appendix 1. Procedures and Skills Integral to the Practice of Emergency Medicine.


Airway Techniques
Airway adjuncts
Cricothyrotomy
Heimlich maneuver
Intubation


− Nasotracheal
− Orotracheal
− Rapid sequence


Mechanical ventilation
Percutaneous transtracheal ventilation


Anesthesia
Local
Regional nerve block
Sedation - analgesia for procedures


Blood and Component Therapy Administration


Diagnostic Procedures
Anoscopy
Arthrocentesis
Bedside ultrasonography
Cystourethrogram
Lumbar puncture
Nasogastric tube
Paracentesis
Pericardiocentesis
Peritoneal lavage
Slit lamp examination
Thoracentesis
Tonometry


Genital/Urinary
Bladder catheterization


− Foley catheter
− Suprapubic


Testicular detorsion


Head and Neck
Control of epistaxis


− Anterior packing
− Cautery
− Posterior packing/Balloon placement


Laryngoscopy
Needle aspiration of peritonsillar abscess
Removal of rust ring
Tooth replacement


Hemodynamic Techniques
Arterial catheter insertion
Central venous access


− Femoral
− Jugular
− Subclavian
− Umbilical
− Venous cutdown


Intraosseous infusion
Peripheral venous cutdown


Obstetrics
Delivery of newborn


− Abnormal delivery
− Normal delivery


Other Techniques
Excision of thrombosed hemorrhoids
Foreign body removal
Gastric lavage
Gastrostomy tube replacement
Incision/Drainage
Pain management (See Anesthesia)
Physical restraints
Sexual assault examination
Trephination, nails
Wound closure techniques
Wound management


Resuscitation
Cardiopulmonary resuscitation (CPR)
Neonatal resuscitation


Skeletal Procedures
Fracture/Dislocation immobilization techniques
Fracture/Dislocation reduction techniques
Spine immobilization techniques


Thoracic
Cardiac pacing


− Cutaneous
− Transvenous


Defibrillation/Cardioversion
Thoracostomy
Thoracotomy


Universal Precautions
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Appendix 2. Other Components of the Practice of Emergency Medicine


ADMINISTRATION


Contract Principles
Analysis of Clauses and Components
Employment v. Independent Contractor
Negotiation


Financial Issues
Budget and Planning
Cost Containment
Reimbursement Issues Billing and Coding


Operations
Department Administration
Documentation
Facility Design
Human Resource Management
Information Management
Patient Throughput
Policies and Procedures
Safety and Security


Performance Improvement
Customer Satisfaction and Service
Error Reduction
Practice Guidelines


Pre-Hospital Care
Administration, Management and Operations
Credentialing of providers
Direct patient care
Multi-casualty Incidents
Performance Improvement
Protocol development


Professionalism
Death in ED
Ethics
Impairment
Leadership (Leading, Directing and Mentoring)
Personal Well-being
Professional Development and Learning


Systems-Based Management
Managed Care


COMMUNICATION AND
INTERPERSONAL ISSUES
Complaint Management
Conflict Resolution
Interdepartmental and Medical Staff Relations
Team Building
Teaching


RESEARCH
Evidence-based Medicine
Interpretation of Medical Literature
Performance of Research


RISK MANAGEMENT, LEGAL AND
REGULATORY ISSUES
Accreditation
Compliance
Confidentiality
Consent and Refusal of Care
Emergency Medical Treatment and Active
Labor Act (EMTALA)
Liability and Malpractice
Reporting (Assault, Communicable Diseases,
National Practitioner Data Bank, etc.)
Risk Management
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Concept of Morning Report


Morning report is based on the American Board of Emergency Medicine (ABEM) Oral Board Examination.  It is designed not only to prepare residents for the oral board examination in Emergency Medicine but also to assess the residents’ ability to diagnose and to manage specific clinical problems.  This format will aid in identifying areas for specific improvement of the residents’ oral board technique.  It will be used as a teaching aid in order to better identify topics for increased concentration.  This is not designed to be punitive or to be used as a formal evaluation for residency graduation requirements.



Below are the support documents outlining how morning report is to be administered.  Adherence to this guidelines will better standardize morning report and, as advocated by several oral board review courses, allow the resident time to practice the ABEM oral board format.  Flexibility in administration of a morning report case is recognized and required based on the year level of the resident.  EM 1 residents may need additional “hints” in order to progress effectively with the case; however, EM 3 level residents should only receive information that is requested in accordance with what they will soon experience during the ABEM oral board evaluation.  Residents need to be able to keep track of time and manage the case in the time allotted.  Pausing of the case to ask additional questions or to give guidance is discouraged.  Additionally, this disrupts the case progression and may confuse the resident even more.



Review of several oral board review manuals and multiple interviews with ABEM oral board graduates have resulted in this conceptual guide.  Adherence to this format is expected to optimize the value of this teaching vehicle and to allow continued resident progression and evaluation.  This manual has been reviewed by the Residency Director and approved for implementation (see attached).


DEPARTMENT OF THE ARMY


BROOKE ARMY MEDICAL CENTER


FORT SAM HOUSTON, TEXAS 78234-6200


MCHE-ME








14 AUG 01


MEMORANDUM FOR SEE DISTRIBUTION


SUBJECT: Morning Report


1. Morning report has been standardized in order to improve resident learning and to increase preparation for the American Board of Emergency Medicine Oral Examination 


2. Attached is the morning report manual with evaluation forms to be used during daily morning report sessions in the SAUSHEC Emergency Medicine Residency Program.


3. Please address any questions to the undersigned at 916-1006.









Barry J.SherIDAN, D.O.









LTC, MC, USA









Interim Residency Director


Template for Morning Report Coverage


WHMC


Monday

Tuesday

Wednesday

Thursday

Friday



Skill Lab

Faculty

Admin Res

Admin Res

GR



Faculty

Faculty

Admin Res

Admin Res

GR



Faculty

Faculty

Admin Res

Faculty

GR



Faculty

Faculty

Admin Res

Faculty

GR



BAMC


Monday

Tuesday

Wednesday

Thursday

Friday



Skills Lab

Admin Res

Faculty

Faculty

GR



Faculty

Admin Res

Faculty

Faculty

GR



Faculty

Admin Res

Faculty

Admin Res

GR



Faculty

Admin Res

Faculty

Admin Res

GR



· Admin Resident(s) responsible for 


· ensuring 100% coverage.


· logging faculty/resident participation and topics covered


· On blocks where there are two Admin residents, the Admin residents will pick up the Monday faculty MR sessions.


· At least 25 days prior to starting an Admin rotation, the resident will coordinate with the CRs and faculty schedulers to publish the MR calendar for the following block (example see attached).


· SRs/CRs may be substituted for Admin Residents when these individuals are on leave.  With prior permission of the program director, EM-2, EM-1/R-1 or Medical Student presentations may also be substituted or included in the schedule.


Time Sequence for Morning Report


Single Patient Encounter




0700- 0715 
ED Board turnover


0715-0730
Case presentation


0730-0735
Pathophysiology questions


0735-0750
Lecture/discussion


0750-0755
Individual resident feedback of case/evaluation




(please excuse all other residents when feedback is given)


Simulated Situation Encounter


(Multiple Patient Encounter)

0700- 0715 
ED Board turnover


0715-0745
Case presentation


0745-0750
Lecture/discussion


0750-0755
Individual resident feedback of case/evaluation




(please excuse all other residents when feedback is given)


Role of the Examiner


Playing the role of the examiner will greatly increase your insight into the format, flow and evaluation of the ABEM oral board evaluation.  Your performance on this examination will be greatly influenced by learning firsthand how the examiners hear, interpret, and evaluate what a candidate is trying to accomplish on a particular case.  Many oral board review course stress this role in order for the candidate to obtain the whole picture of the “exam puzzle.”



In the role as examiner it is crucial to organize your case in the oral board format and to review it several times prior to playing the role of the examiner.  Depending on the candidate, the case may not proceed as planned.  Therefore, the examiner must be prepared to provide, de novo, physical exam findings, laboratory findings, and even x-ray findings that were not part of the original scenario.  Reasons for this include, but are not limited to, inappropriate and potentially harmful actions and omissions by the candidate e.g., 1) administration of medications without assessing for allergies, 2) incorrect drug dosages, 3) inappropriate use of fluids in patients with compromised cardiac function, and 4) errors in management the would produce an untoward physiological response which you as the examiner must stimulate.



Under no circumstances should the examiner provider the candidate with any information (historical, physical examination, or lab tests) that was not specifically requested by the candidate.



As the examiner, you will be required to complete a written evaluation of your candidate’s performance for the case scenario (see attached evaluation form).  Please be familiar with this form prior to the case and provide a copy to the examinee at the conclusion of the case.  You will also be required to review the case with the examinee after your talk on the case.  Please excuse all other participants of morning report prior to this feedback session.


Timers are required for all cases (either you or someone in the morning report class).  Single patient encounters will last 15 minutes and multiple patient encounters will last 30 minutes.  Do not allow your examinee to use extra time.  End each case with “This concludes the management portion of the case.” Single patient encounters will be followed by 5 minutes of pathophysiology questions.  This will be followed by a 10 minute talk about the case, critical actions and several salient points concerning the treatment for the case topic.


The following are “do’s and don’ts” of playing the role of the examiner as outlined by several oral board review courses.


DO

DON’T



Introduce yourself at the beginning of each case and ask the candidate if he/she understands the ABEM oral board format.

Let the candidate know what you are thinking through facial expressions or other mannerisms.



Try to be detached when taking notes, asking questions, and when listening to answers.

Offer information until the candidate performs the necessary action or asks the specific question as defined in the case.



Play the role of the simulated patient, family, friend, nurse, and consultants.





Provide incorrect or inaccurate information only when part of the patient scenario.





Provide information only when specifically requested by the candidate.





Challenge the candidate when he/she initiates a procedure.  Ask the candidate “Doctor, how would you perform that procedure.”





In a non-threatening manner, ask the candidate to clarify any confusing statements or actions.  This should be equivalent to a nurse asking the physician to clarify an order in clinical practice.  If the candidate continues to pursue an incorrect or dangerous action, document it quietly without revealing the error to the candidate during the management portion of the case.  Discuss this problem in your feedback session.





Observe a strict time schedule.  Allow only 15 minutes for single patient encounters and 30 minutes for multiple patient encounters.





Sample Case


60 y/o WM  with 20 min SSCP sudden in onset while at the store.  EMS contacted by store and patient transported code III.


Initial vital signs: BP 133/81

P 91

R 23
T 98
Pul ox  98% on 4L O2


Patient Name:
John Doe


HPI: Difficult history as patient is unsure of his medical problems and exact symptoms.  Symptoms started about 20 min ago while walking at the store.  He complaints of 7/10 non-radiating SSCP, SOB, nausea and diaphoresis.  No history of CAD or functional study in the past.  No PE risk factors. No vomiting.  No F/C/N or productive cough. EMS contacted by store and gave patient SLNTG en-route without pain relief. He denies recent drug use. No contraindications to Thrombolytic therapy


PMH: 
ETOH dep



Opiate Dep



Pancreatitis


PSH: Cholecystectomy


Meds: Codeine, Methadone


ALL: NKDA


Fam: no h/o CAD


Soc: 30 pyh smoker, no ETOH recently, Opiate dependence


ROS: negative except HPI


Last Meal; 4hr ago


Tetanus: unknown


Family: Wife initially not present but is following EMS to the hospital. Examinee must specifically ask patient or EMS if family is there.  Wife concerned about symptoms but unhelpful with history and repeats HPI.


PE:
Gen:

Alert and slightly uncomfortable



HEENT: 
PERRL



Neck: 

Supple, no bruit, no JVD



Chest: 

Tachypnea, Lungs clear



Heart: 

Normal exam



Abd: 

Soft, NT



Rectal:

NL tone, guaiac neg.



Extrem:
Good perfusion



Neuro:

NL


LAB Data:
EKG:

inferior ST elevation with reciprocal changes in precordial






Leads.  




CXR:

NL




Chem-7:
Na 140, K 4, Cl 110, CO2 24, BUN 10, Cr 1, Glu 87




CBC:

WBC 9.8, HCT 45, Hgb 15, Plts 227




Cardiac:

CK 120, MB 4, Trop 0.01




PT/PTT
NL




Tox Scr:
NL


Course



1
O2, ASA, IV access prior to repeat SLNTG, SLNTG, B-Blockade.


2
ECG shows inferior MI, R/O right sided and posterior extension.


3
No responses from above interventions, Nitro drip, Heparin after CXR.


4 Contact Cardiology for PTCA, and review contraindications to thrombolytic therapy.


5 Serial EKG’s


6 DDX: MI, PE, PTX, Aortic Dissection, pneumonia, pericarditis, esophageal rupture.


7 Delay cardiology consult until above rule out or dangerous action occurs necessitating a worsened patient condition (i.e. heparin or thrombolytics prior to CXR to r/o aortic dissection).


Critical Actions




IV




O2, Pulse Ox, Monitor




EKG




ASA, Nitro-drip, B-blockade




CXR prior to anticoagulation




Rapid cardiology consult vs. Thrombolytic therapy




Dispo—PTCA


Questions:


1 Advantages of PTCA vs. Thrombolytic therapy


2 Contraindications to thrombolytic therapy.


3 Percentage of right sided extension in inferior wall MI


4 Role of Nitro in AMI


5 Role of Heparin in AMI.


Evaluation Form


Performance will be graded on two criteria based on the ABEM oral board format.


1. Performance criteria


2. Successful completion of the critical actions


1. Performance criteria


1. Data acquisition- gathers appropriate data in a complete and efficient manner which is well integrated into the management plan. Scoring is downgraded for gathering unnecessary data or incomplete data.


2. Problem Solving- ability to organize data, establish a differential diagnosis, anticipate potential problems in arriving at the appropriate treatment plan.


3. Patient Management- treatment decision making, sequence and timing of actions, proper referral and ability to manage multiple patients simultaneously.


4. Resource Utilization- organization of information effectively and logically in working through the differential diagnosis.  Points are lost for shotgun approach to patient management and inefficient use of resources, tests, and consultants.


5. Health Care Provided (Outcome)- overall performance rating on health care provided.


6. Interpersonal Relations- ability to successfully address the patient’s psychological state and examinee’s ability to communicate with staff, consultants and relatives.


7. Comprehension of Pathophysiology- understanding of the disease process and its underlying pathophysiology.


8. Clinical Competence (Overall)- a combined rating which includes management skills and clinical knowledge.


2. Critical Actions


Each patient scenario will be accompanied by four to five critical actions needed to successfully manage the patient.  Also, resident will be graded on actions deemed harmful or potentially harmful to the patient.  Examples include:


i. Recognition of impending arrest (O2, Monitor Etc)


ii. Correct treatment for illness/injury


iii. Procedural completion (i.e. intubation)


iv. Post resuscitation management  


Attached is a sample feedback form.  At this stage feedback forms will not be included in the residents permanent file and will be given to the resident at the conclusion of the case.


Morning Report Feedback/Evaluation Form 


Resident Name____________________________   EM- 1   2   3
Date_____________


Case Title_________________________   Evaluator Name_______________________


Scoring


1-2 very unacceptable, harmful, gross mismanagement


3-4 unacceptable, deficient in critical actions, dangerous action noted


5-6 acceptable, complete critical actions; minor errors


7-8 very acceptable, complete, efficient, successful management


Critical Action Check List

Performance Ratings


Y
N
_________________

Data Acquisition

1 2 3 4 5 6 7 8


Y
N
_________________

Problem Solving

1 2 3 4 5 6 7 8


Y
N
_________________

Patient Management

1 2 3 4 5 6 7 8


Y
N
_________________

Resource Utilization

1 2 3 4 5 6 7 8


Y
N
_________________

Health Care


1 2 3 4 5 6 7 8


Y
N
_________________

Interpersonal Relations
1 2 3 4 5 6 7 8








Pathophysiology

1 2 3 4 5 6 7 8


Y
N
Dangerous Actions

Clinical Competence

1 2 3 4 5 6 7 8




Comments:



Comments:


1. After the case (and in private) review this form with the resident.


2. Return this form to the residency coordinator for inclusion in the resident’s file.


Senior Resident Examiner Evaluation Form


Senior Resident Name______________________________         Date______________


Case__________________________________   Faculty Name____________________


Scoring


1-2 very unacceptable


3-4 unacceptable


5-6 acceptable, complete, minor errors


7-8 very acceptable, complete, efficient


Case presentation:



Format




1  2  3  4  5  6  7  8



Flow




1  2  3  4  5  6  7  8



Pathophysiology questions

1  2  3  4  5  6  7  8




Comments:


Review of case and topic:



Review of case


1  2  3  4  5  6  7  8



Lecture



1  2  3  4  5  6  7  8



Fund of knowledge concerning topic
1  2  3  4  5  6  7  8



Overall presentation


1  2  3  4  5  6  7  8




Comments:


1. After the case (and in private) review this form with the senior resident.


2. Return this form to the residency coordinator for inclusion in the senior resident’s file.



12
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Board Rounds





Introduction:


Board rounds are a time when active provider care comes to a general halt. It is also a time of high liability because communication between offgoing and oncoming providers is occasionally inadequate. Ideal board rounds effectively communicate all pertinent information in the shortest period possible in an effort to minimize the time that patients are not being cared for.





Purpose:


Board rounds serve two general purposes. First and foremost, it serves as the device by which offgoing physicians transfer care of active patients to oncoming providers. In its most basic form, this requires communicating 5 basic items:





Who the patient is.


Why they are here.


What you think their problem is.


What you have done in workup and management.


What is left to be done.





The other function of board rounds is education. Interesting cases, physical findings, test results, treatment options, etc. are discussed in a manner in which all can benefit and in which the general practice of emergency medicine is taught to more junior residents, interns, and students.





Template:


Keeping in mind the 5 basic items necessary for transfer of care, the following is an example of what a typical board rounds presentation should be like:





"Mr. Smith is a __y.o. _(White, Black, Asian, Hispanic, etc.) male (insert the past history of the patient only if it is pertinent � for example, nobody cares if the guy has COPD if he is here to have his toenail removed, but a history of PTCA is important in the patient with chest pain) who presents with a chief complaint of (headache, chest pain, abdominal pain, shortness of breath, ingrown toenail, etc.). I think he may have (subarachnoid hemorrhage, unstable angina, constipation, congestive heart failure, an infected ingrown toenail, etc.).





At this point significant historical and physical findings which support your diagnosis (sudden onset with nausea and photophobia, onset with exertion and relieved with rest, 1 week postop from CABG and taking narcotics. orthopnea and pedal edema, pus dripping from nail) or rule out more serious diagnoses (no fever or nuchal rigidity, mediastinum width is normal and pulses are symmetric, no peritoneal signs or fever, crackles in bases but oxygenating well, no history of trauma and no other medical problems) may be inserted, however, entire history, review of systems, and physical exams are to be avoided!





I did (a head CT which was normal, an EKG and cardiac enzymes which show only an old RBBB, a rectal exam which met with firm resistance, a CXR which showed bilateral pulmonary edema and an EKG and cardiac enzymes which were normal, a digital block). I gave him/her � (IV compazine which helped, NTG/ASA/Lopressor and he is pain free, a soap suds enema with significant production of stool and symptomatic relief, 80mg of IV Lasix and nitropaste with improvement). I still need to (see the LP results before I make a disposition, call the MOD, give him his discharge paperwork, take the toenail off).





General Principles:


The general goal is to provide pertinent clinical information so that patient care would continue as though the offgoing provider was never leaving.


Volunteering too much useless information just wastes time and puts people to sleep so that important information may get missed.


Avoiding principle number 2 will force the oncoming team to pay attention and allow them to ask questions that should be readily answerable.


It is OK to not have a clue about what is going on provided that a concerted team effort has been undertaken to formulate some semblance of a differential diagnosis and management plan.


Remember, these are Emergency Medicine rounds, NOT Medicine rounds; every little piece of minutia and tiny, subtle nuance need not be presented.


The more information you volunteer, the more you are liable to be pummeled with questions both pertinent and impertinent, some of which may leave you with a greasy feeling between your cheeks.





Conclusion


Board rounds should effectively and concisely communicate the current status of the emergency department to the oncoming team. The board rounds template is one which you should practice when presenting patients to staff (at least the first part of it) because it is typically the format in which you will present patients to consultants.
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SAUSHEC


Emergency Medicine Residency Program


Competency Evaluation Matrix


8 March 2003


		

		

		

		

		

		ACGME General  Competency Categories

		

		

		



		No.

		Assessment Technique

		Assessment Method


(ACGME Glossary v2.0)

		Patient Care

		Medical Knowledge

		Practice Based Learning

		Interpersonal  & Communication Skills

		Professionalism

		System Based Practice



		1.

		Shift Evaluation Forms




		Focused Observation & Rating

		XX

		X

		X

		X

		X

		X



		2.

		Off-Service Evals (DA1970 & AF494)

		Global Performance Rating

		XX

		X

		X

		X

		X

		X



		3.

		Quizzes from Readings




		MCQ – In-House Written Exam

		

		XX

		

		

		

		



		4. 

		In-Training Exam




		MCQ – Standardized Written Exam

		

		XX

		

		

		

		



		5. 

		Support Shift Evaluation Forms

		Focused Observation & Rating

		XX

		X

		X

		X

		X

		XX



		6.

		Eval Live Performance – For Suppt Shift (planned)

		Focused Observation & Rating (Checklist)

		XX

		

		X

		XX

		X

		XX



		7. 

		Morning Report Evaluation Forms

		Formal Oral Exam

		XX

		XX

		X

		X

		

		X



		8. 

		Senior Resident Examiner for Morning Report Forms

		Focused Observation & Rating

		

		X

		XX

		X

		X

		



		9. 

		Annual Mock Oral Boards

		Formal Oral Exam




		XX

		XX

		X

		X

		

		X



		10.

		Grand Rounds Presentation Eval Forms

		Focused Observation & Rating

		

		XX

		XX

		X

		

		



		11.

		Self Evaluation Forms




		360 Degree Assessment

		

		

		X

		

		X

		



		12.

		Nurse Evaluation Forms (planned)

		360 Degree Assessment

		X

		

		

		XX

		X

		XX



		13.

		Patient Satisfaction Forms (planned)

		360 Degree Assessment

		

		

		

		XX

		XX

		X



		14.

		Procedure Skill Evaluation Forms

		Focused Observation & Rating (Checklist)

		XX

		

		

		

		

		



		15.

		Procedure Log




		Review of Procedure Log

		XX

		

		

		

		

		



		16.

		Life Support Lab Procedure Packet

		Animal Model – Focused Observation & Rating (Checklist)

		XX

		

		

		

		

		



		17.

		100% ED Chart Review




		Review of Patient Record

		XX

		

		X

		

		

		



		18.

		Simulation Evaluation (proposed)

		Anatomic Model – Focused Observation & Rating (Checklist)

		XX

		X

		X

		

		X

		



		19.

		Research Project Eval & Scoring

		Resident Project Report – Portfolio

		

		X

		XX

		

		

		



		20.

		BLS, ACLS, APLS




		Objective Structured Exam &  Standardized Written Exam

		XX

		X

		X

		

		

		



		21.

		License / TIP




		Standardized Written Exam

		X

		XX

		

		

		X

		



		22.

		Journal Club Participation




		Portfolio

		

		X

		XX

		

		

		



		23.

		Grand Rounds Participation

		Portfolio

		X

		XX

		

		

		

		



		24.

		QI/RM/M&M Participation




		Portfolio

		

		X

		XX

		

		X

		



		25.

		Joint Trauma/Peds/IM Conference Participation

		Portfolio

		

		X

		XX

		

		

		X



		26.

		Follow-Up Log




		Portfolio

		

		

		XX

		X

		

		X



		27.

		Resident Speed & Efficiency Metric

		Review of Patient Record

		XX

		

		

		

		

		X



		28.

		Professionalism Survey


(U. Michigan Instrument)

		Global Performance Rating

		

		

		

		

		XX

		







Key





XX (boldface type)	Primary focus of evaluation technique


X (normal type)	Secondary focus of evaluation technique





Green			In effect now with adequate documentation





Yellow	In effect now but process or documentation in need of review/update





Red			Planned or proposed but not currently in effect











SAUSHEC EMRP Competency Evaluation Matrix






20 January 2003
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SAUSHEC


Emergency Medicine Residency Program


Internal Program Evaluation Matrix


20 January 2003


		

		Tool

		Frequency

		What is Measured / Notes



		1.

		Off-Service Rotation Evaluation

		Every Block

		Quality of off-service rotations



		2.

		Faculty Evaluations

		Annually


(February)

		Resident perception of faculty teaching



		3.

		Housestaff Council Survey

		Annually


(~March)

		Resident satisfaction with program & institution across SAUSHEC



		4.

		Employer Survey

		Biennial


(Winter)

		Employer (commander/chief) evaluation of recent graduates



		5. 

		Program Survey

		Annually


(Spring)

		Survey of resident satisfaction with focus on current issues



		6.

		Faculty Survey

		Annually


(Spring)

		Survey of faculty satisfaction with focus on current issues



		7. 

		ABEM In-Training Scores

		Annually


(February)

		Comparison with all programs nationally



		8.

		ABEM Passage Rates

		Annually


(June)

		Graduate pass rate on ABEM certification exams



		9.

		Dean’s Metric

		Biennial


(Approx.)

		PD-reported assessment of key program/institutional areas



		10.

		Internal Review

		Midway between RRC

		Comprehensive internal review conducted by SAUSHEC



		11.

		RRC Review

		1-5 year intervals

		Comprehensive accreditation review



		

		

		

		



		

		

		

		







Key





Green			In effect now with adequate documentation





Yellow	In effect now but process or documentation needs review/update





Red			Planned or proposed but not currently in effect











SAUSHEC EMRP Internal Program Evaluation Matrix

20 January 2003




DelorenzoRA
Internal Evaluation Matrix.doc


[image: image1.wmf]H


e


a


l


t


h


E


d


u


c


a


t


i


o


n


C


o


n


s


o


r


t


i


u


m


 


 


 


 


 


S


a


n


 


A


n


t


o


n


i


o


 


U


n


i


f


o


r


m


e


d


 


S


e


r


v


i


c


e


s


SUASHEC Emergency Medicine Residency Program


Initial & Periodic Acknowledgment Form


Name (Print)_____________________________________ Rank__________


I acknowledge receipt of a copy of the Emergency Medicine Residency Manual and SAUSHEC Policies.  I agree to comply with all of the rules contained therein.  I further recognize my responsibility as a military officer to comply with all hospital and command regulations, service regulations, and military standards of conduct.


Several policies deserve special emphasis because of their visibility and importance and I further acknowledge awareness of these policies listed below.


Items with Special Emphasis



Policy Source(s)









Residency Guide

SAUSHEC Policies

Hospital Regs

Service Regs



1. Length of Program

X









2. Attendance

X









3. Work Schedule

X









4. Due Process

X

X







5. Grievances

X

X







6. Open door policy

X

X







7. Licensure and Training Permits

X





X



8. Equal Opportunity and Harassment

X



X

X



9. Workplace Safety and Exposure

X



X





10. EMS Ground/Air Requirement

X









11. Responsibilities and Supervision

X

X







12. Research Requirement

X

X







13. Travel 

X





X



14. Wellness Resources

X

X







15. GR Lecture Quality

X









Signature________________________________________Date_________
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Senior Year Reading Program


Goals


To learn and understand how to critically review medical literature.


To have a working knowledge of some of the controversial issues in emergency medicine.


Objectives



To become familiar with the tools and methods needed to critically review medical literature.


To critically review literature on the treatment of thromboembolic disease.


To critically review literature on stroke and the use of thrombolytics.


To critically review literature on the approach to the febrile infant.


To critically review literature on syncope.


To critically review literature on the difficult airway.


To critically review literature on treatment of spinal cord injury.


To critically review literature on interpretation of cardiac markers.


To critically review literature on the use of amiodarone.


To critically review literature on the use of magnesium in acute cornary syndromes.


To critically review literature on common myths in emergency medicine.


The above objectives are merely those issues looked at last year. Very few are written in stone; if you as a class want to try and answer some specific questions, please let me know and we’ll review the literature in that area if it’s appropriate to do so. This is intended as an INTERACTIVE reading program. As you learn to critically review the literature, and develop an understanding of the science (or lack thereof) by which we approach many issues, you should also be able to intelligently discuss those issues. If you are having trouble, feeling lost, don’t know a mean from a median and think you should, PLEASE LET ME KNOW. My overriding goal for this program is to equip each of you with the tools you’ll need when you leave here to be able to adapt your practice as our knowledge base changes. You generally do not want to be the first to try a new treatment or approach, but you don’t want to be the last either.


Format



At the beginning of each block you should receive a list of goals and objectives, a reading list, and the articles themselves. The reading list will often include textbook assignments from Tintinalli’s 5th edition (we wouldn’t want to have so much knowledge that we cannot do well on the in-service exam). Barring disagreement with the program director (if and or when we ever get one) I believe you will also receive a test. The first portion of the test will be from any textbook assigned reading, and should be relatively easy, designed to be taken AFTER you have read the text. The second portion of the quiz will be in-depth questions from the articles, and is intended to be done as you read the articles. At present, the block during grand rounds intended for quiz taking will be used by us to discuss the test, and any questions that may arise regarding trying to apply your knowledge, etc.


Critically Reviewing the Medical Literature


A Primer of sorts


COMMON SENSE should apply in all cases. You do not need to know a lot of statistics or be a statistician to be able to critically review literature. What follows should give you a general overview regarding how to look at the various parts of a study, how to come to a reasonable conclusion regarding whether or not the reported results are valid, and how to apply the literature to your practice. 


Title



Use the title as a screening tool when you are reviewing a journal; does the title have any interest to you, something new and different, something that would tend to support or refute your current practices, or something that may be a bigger issue? If it doesn’t seem to apply, move to the next article. Some titles are better written than others, and may help you decide whether or not to take the next step.


Abstract



Generally a short statement which should include the objective of the study, a brief description of the methods, the results, and perhaps a brief discussion of the conclusions to be drawn from the results. This will allow you to assess if the study population and setting are appropriate for your practice. However, NEVER accept the conclusions based on just the abstract. You may be able to disregard the conclusions, but usually that will be based more on the methods. For example, if the population studied is drug addicts in Holland, that may not apply to your ED population.


Introduction



Often fluff, and if you are researching a specific question, you needn’t get too involved with this section. If you are reading to further your general education, this can be a nice discussion of the problem at hand, with documentation of what has gone before.


Methods



One of two parts that you MUST be able to understand in order to critically appraise the results. As such, we will break this down in more detail. Don’t despair; remember common sense can usually prevail.


    Experimental design



There are retrospective and prospective studies. Not surprisingly, retrospective studies capture data after the fact, after the patient encounter, and use written documentation to try and get an idea of what happened during the encounter. Essentially, think of retrospective studies as a screening tool to try and focus a research question so that a prospective study can be done. Do NOT use retrospective studies to draw concrete conclusions or to change practice, unless that is the best data you have, and the best data you are going to get. Retrospective studies are most flawed by what didn’t get recorded in the encounter, and by not having a real denominator. If one is researching subarachnoid hemorrhage retrospectively, the only patients who get entered into the study are those with that diagnosis. Those with a missed diagnosis don’t get counted.



Prospective studies design a question and a method for data collection, and then collect data as patients meet inclusion criteria and are entered into the study. If done well, this is easily the best method to answer a clinical question regarding how to approach a patient with a given symptom complex or diagnosis.


     Inclusion/exclusion criteria and setting. 


If only a specific type of patient is recruited for the study, then you need to be careful applying the results to a different population. For example, a study done in inner city Los Angeles may not apply to your practice in Ft. Greely, Alaska. Again, look at this area closely using common sense criteria. If you were doing the same study, would you have used similar criteria? For example, all the recent studies I’ve seen denigrating ketorolac as a pain medication in the ED have specifically excluded the conditions for which I usually use the medication. While the studies and conclusions may be valid, they don’t apply to my practice, because I do not use the medication the same way they do in the study. 


      Treatment allocation


Dosages of competing medications should be checked, especially if a pharmaceutical company sponsors the study. 5 mg/kg of oral acetaminophen versus 15 mg/kg of oral ibuprofen is a not an equal therapeutic dose of medicine. It is also a better study if there is a placebo arm; at times this is not ethical or feasible, but keep the placebo effect in mind when it isn’t tested.



Randomization needs to be done RANDOMLY, or as near as can be accomplished. A study using a convenience sample collected when the author was working has some relevance, but it would have more relevance if ALL the eligible patients were collected. Intentional or not, data collected by a single investigator may have some bias.


      Outcome measurement



Were the outcomes and results measured in a way that makes sense and that has validity? A 10mm visual analog scale for pain is more valid than a categorical scale (1-10, or a little, some, a lot, etc.) Perhaps more importantly, was the measurement something that made sense clinically? Converting a lot of confusing raw data to relative risk scores usually means the raw data should have been simplified in the first place. Is the measurement something concrete, or a marker that we assume means something? For example, high dose epinephrine certainly seems to increase the chances of return of spontaneous circulation; can we then imply that there is an increased chance of survival? Finally, remember to differentiate between statistical significance and clinical significance. A difference in systolic blood pressure of 2 mm of mercury may be statistically significant, but not necessarily clinically significant.


      OH NO!!!    STATISTICS!!!!


     
There are some statistics you need to know about, and I’ll list them here. Don’t panic.


     
P value- The null hypothesis is that there is no difference between a treatment and control group. If a difference is detected, the P value reflects the probability that that difference is due to chance alone. By convention, P< 0.05 is generally used as the level of statistical significance. If the P value is 0.04, that translates into a 4% chance that the difference in the two groups is due to chance alone.



Power- This refers to the ability of the measurements used to detect a true difference between groups. There should be a power statement included in the methods or statistical portion of the study, especially if the study found no difference between two or more groups.



Sensitivity- The ability of a test to exclude false negative results. A test which is 100% sensitive misses no patients with real disease. For a sensitivity (or specificity) calculation to be valid, there needs to be a true gold standard for comparison.



Specificity- The ability of a test to exclude false positive results. A test which is 100% specific means every patient with a positive test actually has the disease.



Confidence intervals- Generally calculated at 95%, or two standard deviations around a mean. Essentially gives a range over which results are statistically valid.



Standard deviation- An index of the degree of variability of data about the mean of those data.



Standard error of the mean (SEM)- This is the standard deviation divided by the square root of the number of results in the population studied, and pertains to the likelihood that a repeat measurement of the mean would have similar results. This is often a sneaky way to make numbers look better, and should be a red flag. For example, if I were to measure the systolic blood pressure of 20 people, I may get a mean of 125 mm, with a standard deviation of 15. This means that 95%, or 18 of the readings, were between 110-140. The standard error of the mean would be 15 divided by the square root of 20, or 3.4. ALL that means is that if I did the measurements again, there is a 95% chance that the mean of the twenty readings would be between 128.4 and 121.6. Essentially, using the SEM allows one to take a large standard deviation and try to make the number look better to the unwashed and gullible masses.



Type I error- To falsely reject the null hypothesis when it is actually true; the probability of a type I error is reported as , which is equal to p.



Type II error- To falsely accept the null hypothesis when it is actually false; the probability of a type II error is reported as ß.


Results



This should be a relatively straightforward listing of what was measured, without much subjective comment. Again, use common sense. Check the tables and graphs, make sure the groups being studied actually started out relatively equally. See how many people were dropped from the study or lost to follow up and decide if that missing data is important. Check the author’s reports of complications or improvements. If a study drug had an increased rate of complications, but the author’s called those complications mild, see if you agree. Check what may not have been reported. If a study is looking at return to spontaneous circulation, see if it also notes neurologic outcome or survival. Remember, a p value of <0.0001 may look better than a p value of <0.01, but both mean about the same clinically. Finally, are the reported results something that you can use or that makes sense clinically? If a study looks at the prevention of UTI, and the results are found to be statistically significant only when doing colony counts of bacteria, does that help you decide whether or not that prevents UTI?


Discussion



This will include the author’s interpretation of their data and results. You may or may not agree with the things they discuss. If they judge something to be a significant finding and you don’t, consider that difference of opinion when deciding what to take from of the study. There should be a discussion of the flaws and limitations of the study. If I conclude there are specific flaws, and the authors discuss these flaws, then I feel more assured that the authors are trying to be objective clinicians rather than trying to publish a landmark study. If the study found no differences in groups, there should be a discussion of why or how the power might be limited. Last but not least, review the bibliography. If the majority of citations are by the same authors or group of authors, that may change your interpretation of this study.


Conclusion



Do the conclusions make sense based on the results reported in the study, or are there some leaps of faith? Most of the time prudent authors will draw conclusions based on the results they have reported, and may be nothing more than “drug X appears to be a safe and effective treatment for condition A, and offers some benefits when compared to the standard treatment with drug B.” If the conclusion is more along the lines of “drug X is clearly the new standard of care for condition A,” be more skeptical.


Finally



None of the above treatise is necessarily intended as the final word on any of these subjects. As in most of medicine, there is often more than one right answer to any question, and there are often any number of wrong answers. It’s okay to disagree on the validity of any particular treatment or area examined, as long as you can defend your position.


DelorenzoRA
EM-3 Reading Program.doc
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SAUSHEC



EMERGENCY MEDICINE RESIDENCY PROGRAM


LETTER OF UNDERSTANDING between the SAUSHEC Emergency Medicine (EM) Residency Program and the Brooke Army Medical Center Department of Emergency Medicine Program Requirements for Residency Education in Emergency Medicine





The Emergency Department at Brooke Army Medical Center agrees to support the SAUSHEC EM residency Program and to work in a cooperative effort to aid in the training of Emergency Medicine Residents.



a.  The Emergency Medicine Chair has reviewed and agreed to the attached Clinical Rotation Summary of Emergency Medicine for the training of the EM Residents as outlined by the SAUSHEC EM Residency Program Director.  This specifies the Educational Goals and Objectives, a description of the Clinical and Didactic Experiences, what Evaluation Process is utilized, and what Feedback Mechanism exists.



b.  Resources and Facilities:  The Department of Emergency Medicine will be available to the  Emergency Medicine Resident as outlined in the Clinical Rotation Summary.



c.  The Emergency Medicine Resident will have duties and responsibilities as outlined in the Clinical Rotation Summary.



d.  The Emergency Medicine Resident will be the patient health team leader.



e.  The EM Resident will be under the direct supervision of the ABEM board certified Emergency Medicine facility.



This rotation is under the direct control and supervision of the SAUSHEC EMRP and according to the ACGME Common Program Requirements and does not require a formal signed Letter of Understanding.



____________________________________



__________________________



Robert A. De Lorenzo, MD, FACEP 




(Date)
Lieut. Colonel, Medical Corps, U.S. Army 
Director, SAUSHEC Emergency Medicine Residency



CLINICAL ROTATION SUMMARY



Institution:  San Antonio Uniformed Services Health Education Consortium



Rotation:  Emergency Medicine, Brooke Army Medical Center



Level:  EM-1, EM-2, and EM-3



THE GOALS:



1.  Residency programs in Emergency Medicine should produce emergency Physicians prepared with the following basic competencies:



a.  Provide the recognition, resuscitation, stabilization, evaluation, and care of the full range of 



patients who present to the Emergency Department.



b.  Apply critical thinking to determine the priorities of evaluation and treatment of multiple 



Emergency Department patients with different complaints and needs.



c.  Arrange appropriate follow-up or referral as required.



d.  Manage the out-of-hospital care of the acutely ill or injured patient.



e.  Participate in the administration of the Emergency Medical Services system providing out-of 



hospital care.



f.  Provide appropriate patient education directed toward the prevention of illness and injury.



g.  Engage in the administration of Emergency Medicine.



h.  Teach Emergency Medicine.



i.  Understand and evaluate research methodologies and their application.



j.  Understand and apply the principles and practice of continuous quality improvement.



k.  Manage resource utilization effectively.



1.  Utilize information resources effectively and apply evidence-based medicine to update their 



clinical practice.



m.  Communicateeffectivelywithpatients,,familiesandhealthcareprofessionals.



n.  Utilize resources to address domestic violence.



o.  Demonstrate the fundamental qualities of professionalism.



p.  Demonstrate how optimal patient care is provided in the context of a larger health care 



delivery system by effectively using system resources to support the care of patients.



THE OBJECTIVES:



See the Model of Clinical Practice for Emergency Medicine



MODEL OF CLINICAL PRACTICE OF EM TOPICS:



1.0 through 18.0 (inclusive)



Appendix 1 (all)



2.  The program should ensure that residents are relieved of clinical duties to attend these planned education experiences.  Although release from some off-service rotations may not be possible, the program should require that each resident participate in at least 70% of the planned Emergency Medicine educational experiences offered (excludind vacations). Attendance should be monitored and documented.



3.  The curriculum must include didactic and clinical information to enable the residents to achieve the goals and competencies of the training program.  These include knowledge-and-skill-based competencies as listed in the Core Content of Emergency Medicine.



RESOURCES AND FACILITIES:  The Emergency Department (ED) is located on the first. floor of the hospital with direct access for ambulance and air transport to the ED.  Patient care area for the ED is 5,6.00 sq ft with 2,700 sq ft of administrative space.  Additionally, there is 1,300 sq ft of conference space.  For the Urgent Care Clinic (UCC) there is 2,000 sq ft of patient care area with an additional 500 sq ft of administrative space.  There are 19 patient beds; three are trauma beds and there are 11 critical care beds and 5 other beds for ENT, OB/GYN, Orthopedics, Pediatrics, or Gastroenterology in the ED.  Four observation beds are available in.the Emergency Department.  The ED encompasses approximately 11,000 sq ft of patient care, administrative,.supply, waiting and other areas used by the department, excluding EMS areas.  The UCC has a total area of 5,000 sq ft.  (The UCC has an average daily patient census of 110 and the ED has an average daily census of 95.) The laboratory is located on the 4h floor.  A pneumatic tube system is used to transport specimens and results.  Non-transportable samples are hand carried to the laboratory.  Results are entered into the computer system, which is directly linked to the ED.  Results are printed.



DUTIES AND RESPONSIBILITIES OF THE RESIDENTS:



Refer to the Residency Manual for details


THE RELATIONSHIP OF EMERGENCY MEDICINE RESIDENTS WITH OTHER RESEDENTS: 



The Emergency Medicine Residents control all patient care within the Emergency Department with the Supervision of Emergency Medicine faculty.  There are no private patients or control by other specialties until resuscitation is complete or consultation desired.



RESIDENT SUPERVISION, EVALUATION, AND FEEDBACK:



1.  At least one EM staff physician (ABEM/ABOEM certified/prepared) is available 24 hours, 7 days a week, 365 days a year.



2.  Supervision policies are detailed in the current edition of the SAUSHEC EMPR Residency Guide.  All residents should familiarize themselves with these requirements.



3.  Evaluations will be accomplished or detailed in the current edition of the SAUSHEC EMPR Residency Guide.
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SAUSHEC



EMERGENCY MEDICINE RESIDENCY PROGRAM



LETTER OF UNDERSTANDING between the SAUSHEC Emergency Medicine (EM) Residency Program and the Uniformed Services University of the Health Sciences (USUHS) Casualty Care Research Center in accordance with the Program Requirements for Residency Education in Emergency Medicine





The CCRC agrees to support the SAUSHEC EM Residency Program and to work in a cooperative effort to aid in the training of Emergency Medicine Residents in a PGY 1-3 program.



a.  The CCRC Rotation Coordinator has reviewed and agreed to the attached Clinical Rotation Summary for Emergency Medical Services for the training of the EM Residents as outlined by the SAUSHEC EM Residency Program Director.  This specifies the Educational Goals and Objectives, a description of the Clinical and Didactic Experiences, what Evaluation Process is utilized and what Feedback Mechanism exists.



b.  Resources and Facilities:  All the learning and hospital resources available to the students and residents at CCRC  will be available to the Emergency Medicine Resident as outlined in the Clinical Rotation Summary.



c.  The Emergency Medicine Resident will have duties and responsibilities as outlined in the Clinical Rotation Summary in-line with his/her abilities.  Residents will be allowed vacation time on the clinical rotation within the guidelines created by the Office of Graduate Medical Education and the SAUSHEC Emergency Medicine Residency.



d.  The EM Resident will be an integral part of the patient care team commensurate with other rotating residents and service residents and work for the facility of the CCRC.



e.  The EM Resident will be under the direct supervision of fellows, and staff physicians of the CCRC at all times during the four-week rotation.



This understanding is reached in good faith.



____________________________________


_________________________



Joshua Vayer







(Date)



Rotating Coordinator/Director





      



CCRC, USUHS



____________________________________


__________________________



Robert A. De Lorenzo, MD, FACEP 




(Date)
Lieut. Colonel, Medical Corps, U.S. Army 
Director, SAUSHEC Emergency Medicine Residency



CLINICAL ROTATION SUMMARY



Institution:  San Antonio Uniformed Services Health Education Consortium



Rotation:  Operational Medicine – CCRC, USUHS, Bethesda, MD



Level:  EM-3



THE GOALS:



The program is offered by the CCRC, Department of Military and Emergency Medicine, Uniformed Services University of the Health Sciences, as part of its commitment to help military physicians prepare to meet the Nation’s needs in defending the homeland.  This rotation also applies unique military medical expertise to meet a national requirement for medical support of high risk law enforcement operations, especially as they relate to matters of homeland security.



After appropriate instruction, and under the guidance of the Emergency Medicine faculty and the staff of the CCRC, the physician will gain experience by contributing to each of the following activities:



1. Planning of out-of-hospital care systems.



2. Evaluating operational medical equipment, logistics and procedures.



3. Development and exercise of medical control mechanisms.



4. Determining appropriate treatment regimens for application under operational conditions.



5. Participating in the out-of-hospital, pre-hospital and operational quality review process.



6. Developing and executing training programs for operational and pre-hospital personnel.



7. Collecting, analyzing, applying, formatting and presenting medical intelligence.



The physician will be afforded the opportunity to apply these concepts to actual situations.  Commitments may be short term, local operations or prolonged domestic or international deployments.



THE OBJECTIVES:



1. Define the term Tactical EMS and its related forms.



2. Know the history of tactical EMS and its relevance to modern applications.



3. Describe the tactical environment in terms of its impact on and relevance to providing medical care in this setting.



4. Know the similarities and differences between tactical EMS for law enforcement and military contingencies.



5. Describe the tactical EMS planning process and demonstrate application.



6. Perform an evaluation of tactical equipment, logistics, and procedures.



7. Exercise medical control in a tactical environment.



8. Provide appropriate tactical treatment and medical advice in operational settings.



9. Provide tactical care.



10. Design and conduct training for tactical medical providers.



11. Demonstrate the conduct of QI/PI for a tactical EMS service.



12. Collect and analyze medical intelligence with the goal of providing the tactical commander with timely, relevant information.



13. Describe and demonstrate the application of the Posse Comitatus Act to selected homeland security support activities.



MODEL OF CLINICAL PRACTICE OF EM TOPICS:



Appendix 2 (Pre-hospital care)



THE RESOURCES AND FACILITIES:



The one month practicum will be based at the Uniformed Services University in Bethesda, MD.  Operational experiences will be within the Washington, DC metropolitan area, and other CONUS and OCONUS sites, as required by the supported agency.  The EMT-Tactical course is offered at sites around the country throughout the year.



The Uniformed Services University, Department of Military and Emergency Medicine, through its Casualty Care Research Center (CCRC), offers physicians a training program in Emergency Medical Services in Law Enforcement.  The program is designed as an elective in the graduate medical education of physicians and is specifically intended, in part, to fulfill the Emergency Medical Services experience requirement of the Emergency Medicine Residency curriculum.  In addition to the educational objectives of the program, it also serves as part of the process to validate and enhance the medical school curriculum in operational medicine and to meet the requirements of Memoranda of Understanding with multiple federal agencies and organizations.  The intent of this program is to develop a cadre of military physicians who are trained and experienced in aspects of operational medicine, particularly those related to Homeland Security, and who also make a meaningful contribution to achieving national security objectives while developing this competence.



DUTIES AND RESPONSIBILITIES OF THE RESIDENTS:



The goals of this program will be achieved through completion of most or all of the following activities:



1. EMT-Tactical school.



2. On-site orientation program.



3. At least one Medical Threat Assessment for a proposed operational deployment.



4. Preparation and presentation of case studies on medical issues in tactical operations.



5. Preparation and presentation of an operational medicine training module.



6. Participation in operational medical care Quality Review.



7. Completion of all or part of an operational medical system research or development project, resulting in a short white paper.



8. Supervised field medical support of law enforcement special operations.



9. One week of leave is authorized for this rotation if requested in advance.



THE RELATIONSHIP OF EMERGENCY MEDICINE RESIDENTS WITH OTHER RESIDENTS:



On occasion, other senior-level residents will rotate on this rotation with the EM-3.



RESIDENT SUPERVISION, EVALUATION, AND FEEDBACK:



The participating physician will receive written guidance as well as daily instruction and feedback while contributing to the medical training and support programs.  Learning by doing under close supervision and participation in the actual medical support of law enforcement special operations will facilitate the development of operational competence.



Residents will have direct supervision from the supervising medical director.  The Department of the Army Form 1970-R (House-Staff Evaluation Report) or US Air Force Form 494 (Academic/Clinical Evaluation Report) will be completed by the supervising Medical Director and returned to the Emergency Medicine Program Director.  The resident will receive a copy.



OTHER:



The U.S. government will pay travel and living expenses.  TDY funding to/from San Antonio to Bethesda, MD and ordinary per diem for this location will be funded by SAUSHEC.  Costs for EMT-T school and TDY to other locations will be funded by CCRC and/or the supported U.S. government agency.
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SAUSHEC



EMERGENCY MEDICINE RESIDENCY PROGRAM



LETTER OF UNDERSTANDING between the SAUSHEC Emergency Medicine (EM) Residency Program and the Emergency Medicine Research Program at Brooke Army Medical Center and Wilford Hall Medical Center in accordance with Program Requirements for Residency Education in Emergency Medicine





The Research Coordinator agrees to support the SAUSHEC EM residency Program and to work in a cooperative effort to aid in the training of the EM Resident in a PGY 1-3 program.



a.  The Research Rotation Coordinator/Director has reviewed and agreed to the attached Clinical Rotation Summary of Research for the training of the EM Resident as outlined by the SAUSHEC EM Residency Program Director.  This specifies the Educational Goals and Objectives, a description of the Clinical and Didactic Experiences, what Evaluation Process is utilized, and what Feedback Mechanism exists.



b.  Resources and Facilities:  All the learning and hospital resources available to the SAUSHEC Research Coordinator will be available to the Emergency Medicine Resident as outlined in the Clinical Rotation Summary.



c.  The EM Resident will have duties and responsibilities as outlined in the Clinical Rotation Summary in-line with his/her abilities.  Residents will be allowed vacation on the clinical rotation within the guidelines created by the Office of Graduate Medical Education and the SAUSHEC EM Residency.



d.  The EM Resident will be an integral part of the patient care team commensurate with other rotating residents and work for the Research Coordinator.



e.  The EM Resident will be under the direct supervision of the Research Director at all times during the four-week rotation.



This rotation is under the direct control and supervision of the SAUSHEC EMRP and according to the ACGME Common Program Requirements and does not require a formal signed Letter of Understanding signed by all parties.



____________________________________
__________________________



Robert A. De Lorenzo, MD, FACEP 




(Date)
Lieut. Colonel, Medical Corps, U.S. Army 
Director, SAUSHEC Emergency Medicine Residency



CLINICAL ROTATION SUMMARY



Institution:  San Antonio Uniformed Services Health Education Consortium


Rotation:  Research



Level:  EM-1, EM-2 and EM-3



GOALS



1. Understand the fundamental techniques of critically analyzing biomedical research, and demonstrate the ability to do so in a public forum. 



2. Understand the basic methods of hypothesis development and testing. 



3. Understand various types of study design and methodology. 



4. Be aware of the various methods of obtaining consent for biomedical research.



5. Understand basic statistical methods and their respective applications. 



6. Develop and reinforce a strong ethical grounding for the conduct of clinical research. 



7. Learn the skills to develop a manuscript that is acceptable for publication in a peer-reviewed journal. 



8. Understand the need for grants and funding of research, and develop a rudimentary understanding of how to pursue research funding both effectively and ethically.



9. Foster an understanding and potential interest in academic emergency medicine as a career.



OBJECTIVES



1. Participate in the didactic research course, successfully completing the outlined assignments and the post -test, during the EM-1 year.



2. Attend and participate actively in EBM Journal Club as schedule permits.



3. Complete the assignments for the Evidence Based Medicine Reading Module.



4. Develop and successfully meet the requirements for the “Scholarly Project.”  This project may be completed in a number of ways but must include the following elements:



a) Problem identification and / or hypothesis formulation and presentation to the IRB.



b) A formal phase of information gathering or data collection.



c) Critical analysis of the data or information obtained.



d) A formal statement or report of interpretation of results and conclusion.



e) Formally present an abstract of the “scholarly project” at the SAUSHEC EM Residency Research Assembly, scheduled during the final quarter of each respective academic year.



f) Complete required research reading as outlined in the reading guide.



5. In addition to these required objectives, residents are encouraged to consider the following optional objectives:



a) Present your data at a national emergency medicine meeting.



b) Submit a paper to a peer-review journal


c) Compete in the Commander’s Resident Research Competition.


MODEL OF CLINICAL PRACTICE OF EM TOPICS



Appendix 2 (Research)



RESOURCES AND FACILITIES



6-7 sentences needed on resources available; e.g. # staff doing research, # active protocols (estimate), ISR, CID, animal lab, etc.  should be for both BAMC and WHMC.  Make quick mention of UTHSCSA, Brooks AFB (SAM), etc.



DUTIES AND RESPONSIBILITIES OF THE RESIDENT



This is what you have them doing during the rotation.  It can be brief – 2-3 sentences.



RELATIONSHIP OF EMERGENCY MEDICINE RESIDENTS WITH OTHER RESIDENTS



Not applicable



RESIDENT SUPERVISION, EVALUATION AND FEEDBACK



Residents will be directly supervised by the Research Director.  The Department of the Army Form 1970-R (House Staff Evaluation Report) or US Air Force Form 494 (Academic/Clinical Evaluation Report) will be completed by the Research Director and returned to the Emergency Medicine Program Director.  The resident will receive a copy.
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SAUSHEC



EMERGENCY MEDICINE RESIDENCY PROGRAM



LETTER OF UNDERSTANDING between the SAUSHEC Emergency Medicine (EM) Residency Program and the New York Poison Control Center (NYPCC) in accordance with the Program Requirements for Residency Education in Emergency Medicine





The NYPCC agrees to support the SAUSHEC EM Residency Program and to work in a cooperative effort to aid in the training of Emergency Medicine Residents in a PGY 1-3 program.



a.  The NYPCC Rotation Coordinator has reviewed and agreed to the attached Clinical Rotation Summary for Toxicology for the training of the EM Residents as outlined by the SAUSHEC EM Residency Program Director.  This specifies the Educational Goals and Objectives, a description of the Clinical and Didactic Experiences, what Evaluation Process is utilized and what Feedback Mechanism exists.



b.  Resources and Facilities:  All the learning and hospital resources available to the NYPCC will be available to the to the Emergency Medicine Resident as outlined in the Clinical Rotation Summary.



c.  The Emergency Medicine Resident will have duties and responsibilities as outlined in the Clinical Rotation Summary in-line with his/her abilities.  Residents will be allowed vacation time on the clinical rotation within the guidelines created by the Office of Graduate Medical Education and the SAUSHEC Emergency Medicine Residency.



d.  The EM Resident will be an integral part of the patient care team commensurate with other rotating residents and service residents and work for the facility of the NYPCC.



e.  The EM Resident will be under the direct supervision of fellows, and staff physicians of the NYPCC at all times during the four-week rotation.



____________________________________


_________________________



Dr. Lewis Nelson






(Date)



Rotating Coordinator/Director





      



Department of General Surgery, BAMC



____________________________________


__________________________



Robert A. De Lorenzo, MD, FACEP 





(Date)
Lieut. Colonel, Medical Corps, U.S. Army 
Director, SAUSHEC Emergency Medicine Residency



CLINICAL ROTATION SUMMARY



Institution:  San Antonio Uniformed Services Health Education Consortium



Rotation:  Toxicology, New York City Poison Control Center



Level:  EM-3



GOALS



1.
Learn the pertinent aspects of the history and physical exam relative to acute poisoning with particular emphasis on clinical recognition of major toxic syndromes (toxidromes).



2.
Learn the generic aspects of clinical management of poisoning, including stabilization and decontamination.



3.
Understand the principles, methods, and controversies of decontamination and enhancement of elimination of toxins.



4.
Learn the presenting sings, symptoms, laboratory findings, pathophysiology and treatment of common therapeutic drug poisonings, drugs of abuse, natural toxins, and general household poisons.



5.
Learn the common hazardous materials (HAZMAT) of the workplace and prehospital operations with regard to HAZMAT incidents.



6.
Learn the principles of clinical operational toxicology and the major occupational toxins of Western society.



7.
Learn the fundamentals of poisoning epidemiology, pharmacokinetics, and biotransformation, including the effects of pregnancy and lactation.



8.
Learn to recognize, diagnose, assess and emergently manage acute and chronic complications of substance abuse.



9.
Learn the use of adjunctive services, including the toxicology laboratory and poison center, in the management of acute poisonings.



10.
Learn the specific indications and implementation of specific therapeutic modalities, such as the use of antidotes, hemodialysis, and hyperbaric oxygen.



OBJECTIVES



1.
Learn the clinical effects, pathophysiology, presentations, diagnostic evaluation, and management for poisonings/exposures including, but not limited to the following chemical classes:




-
Acetaminophen


-
Cyanides

-
Monosodium Glutamate





-
Alcohols (all four)

-
Cocaine

-
Mushrooms




-
Analgesics/anesthetics

-
Hallucinogens

-
Neuromuscular Blockers




-
Antibiotics


-
Hazardous Material

-
Nitrogen




-
Anticoagulant


-
Heavy Metals

-
NSAID’s




-
Antidepressants


-
Household

-
Organophosphates




-
Antiparkinsons


-
Hormones

-
Opiates




-
Antihistamines


-
Hydrocarbons

-
Salicylates




-
Antipsychotics


-
Hypoglycemics

-
Sedatives/Hypnotics




-
Autonomic Agents

-
Inhaled Toxins

-
Stimulants




-
Camphor



-
Iron


-
Strychnine




-
Cannabis



-
Local Anesthetics

-
Tocolytics/Oxytocics




-
Carbon Monoxide

-
Mace, Tear Gas

-
Caustic Agents




-
Cardiovascular Drugs

-
Marine Toxins

-
Methemoglobinemia



MODEL OF CLINICAL PRACTICE OF EM TOPICS:



17.0  (all)



RESOURCES AND FACILITIES



The New York City Poison Control Center (NYPCPCC) is located in midtown Manhattan and is affiliated with both Bellevue Hospital and New York University Medical Center.  The NYCPCC is a state funded resource mandated to prevent and educate about poisoning and to assist in the management of poisoned or potentially poisoned patients.  It serves as a local, state and national referral enter for toxicologic emergencies.  Annually, over 70,000 calls are received by the NYCPCC and over 40,000 involve patient consultation.  Approximately 300 inpatient consultations occur annually.  A specialty referral lab of the New York City Department of  Health is available on-site.  The libraries of the Department of Health, Bellevue Hospital, and New York University School of Medicine are available for use by the visiting Emergency Medicine residents.  The main facility used for patient follow-up and daily teaching rounds is a recently renovated space housed at the NYCPCC.  The clinical facility at Bellevue Hospital is utilized for bedside education.



 The Library and multimedia facilities of New York University and Bellevue Hospital are available for use by Emergency Medicine residents.  



A classroom and NYPCC is used for daily teaching rounds and patient followup.  The clinical facility of Bellevue Hospital are utilized for teaching rounds.



DUTIES AND RESPONSIBILITIES



1.  Emergency Medicine Residents are expected to attend Morning Report at the Department of Emergency Medicine at Bellevue Hospital daily.  



2.  Toxicology cases will be reviewed and appropriate call backs and follow up information will be obtained.  This information is presented in a format conducive to learning.  



3.  Daily staff rounds will be conducted in both a clinical and didactic format by the faculty of the NYPCC.  



4.Monthly toxicology rounds will be attended by Emergency Medicine residents.  These rounds are conducted by toxicologists of the Mid-Atlantic area.  NYPCC staff conducts weekly Journal Clubs.  Emergency Medicine residents are expected to present articles for discussion.  



5.  A formal presentation will be given by the Emergency Medicine resident on a toxicology subject approved by the NYPCC staff.



6.  One week of leave will ordinarily be offered during this rotation.



RELATIONSHIP OF EMERGENCY MEDICINE RESIDENTS WITH OTHER RESIDENTS.



The EM-3 resident will have responsibilities similar to other senior residents rotating the PCC.



RESIDENT SUPERVISION, EVALUATION, AND FEEDBACK:



The resident will be under the direct supervision of Toxicology fellows and staff physicians at all times.  Rotating residents do not receive calls primarily.  They are only expected to provide follow-up calls under the supervision of the fellows and faculty.  The Department of the Army Form 1970-R (House Staff Evaluation Report) or US Air Force Form 494 (Academic/Clinical Evaluation Report) will be completed by the rotation coordinator and returned to the Emergency Medicine Program Director.  The resident will receive a copy.



OTHER:  Travel and living expenses will be paid by the U.S. government.
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SAUSHEC



EMERGENCY MEDICINE RESIDENCY PROGRAM



LETTER OF UNDERSTANDING between the SAUSHEC Emergency Medicine (EM) Residency Program and the Pediatric Emergency Department at Brackenridge Hospital, Austin, Texas in accordance with the Program Requirements for Residency Education in Emergency Medicine





The Pediatric Emergency Department at Brackenridge Hospital agrees to support the SAUSHEC EM Residency Program and to work in a cooperative effort to aid in the training of Emergency Medicine Residents in a PGY 1-3 program.



a.  The Pediatric Emergency Department’s Rotation Coordinator has reviewed and agreed to the attached Clinical Rotation Summary for the Division of Emergency Medicine for the training of the EM Residents as outlined by the SAUSHEC EM Residency Program Director.  This specifies the Educational Goals and Objectives, a description of the Clinical and Didactic Experiences, what Evaluation Process is utilized and what Feedback Mechanism exists.



b.  Resources and Facilities:  All the learning and hospital resources available to the Pediatric Emergency Department will be available to the to the Emergency Medicine Resident as outlined in the Clinical Rotation Summary.



c.  The Emergency Medicine Resident will have duties and responsibilities as outlined in the Clinical Rotation Summary in-line with his/her abilities. Residents will be allowed vacation on the clinical rotation within the guidelines created by the Office of Graduate Medical Education and the SAUSHEC EM Residency. 



d.  The EM Resident will be an integral part of the patient care team commensurate with other rotating residents and service residents and work for the facility of the Pediatric Emergency Department .



e.  The EM Resident will be under the direct supervision of senior residents, fellows, and staff physicians of the Pediatric Emergency Department at all times during the four-week rotation.



____________________________________


_________________________



Shawn R. Wassmuth, MD






(Date)



Rotating Coordinator



Pediatric Emergency Department





      



____________________________________


__________________________



Robert A. DeLorenzo, MD, FACEP 





(Date)
Lieut. Colonel, Medical Corps, U.S. Army 
Director, SAUSHEC Emergency Medicine Residency



CLINICAL ROTATION SUMMARY



Institution: San Antonio Uniformed Services Health Education Consortium



Rotation: Pediatric ED - Brackenridge Hospital



Level:  EM-2



GOALS



1.
Develop skill in infant/pediatric resuscitation.



2.
Develop skill in performance of appropriate pediatric history and physical exam, including general growth and development, assessment and knowledge of current immunization requirements.



3.
Learn the etiologies, significance, and treatment of fever and infection in the child.



4.
Learn the manifestations and significance of abdominal related complaints in the child.



5.
Learn the etiologies and treatment of neurologic emergencies in the child.



6.
Learn the physiology and derangements of fluid and electrolyte management in children.



7.
Learn the treatment of acute social, behavioral, and/or psychological disturbances.



8.
Learn the specific problems and management of pediatric trauma victims.



9.
Learn the manifestations and treatment of pediatric cardiac abnormalities.



10.
Learn the pathophysiology, etiologies, and treatment of respiratory disorders of children.



11.
Learn the pathophysiology, etiologies, and treatment of common serious endocrine and hematologic disorders of children.



12.
Learn the pathophysiology, etiologies, and treatment of common serious gynecologic and urologic conditions of children.



13.
Learn to recognize and provide appropriate treatment for orthopedic and soft tissue problems of childhood.



14.
Learn the common dermatologic diseases and dermatologic manifestations of systemic diseases in children.



15.
Learn to recognize and treat children with common and/or serious head and neck problems. 



OBJECTIVES



1.
Learn the appropriate anatomy, pathophysiology, presentations, diagnostic evaluation, and management for problems including, but not limited to the following:




a.
Gastrointestinal:





-
Foreign Bodies



- HSP





-
Atresias




- Hernias





-
Inflammatory Bowel



- Wilm’s Tumor





-
Meckel’s




- Pyloric Stenosis





-
Neuroblastoma



- Megacolon





-
Fissures




b.
Cardiovascular:





-
Dysrhythmias




- Congenital Heart Disease





-
Shock




c.
Endocrine:





-
Diabetic Complications




d.
Hematologic:





-
HUS





- Jaundice





-
Leukemias




- G6PD-Deficiency





-
Anemias




e.
Neuro:





-
Reye’s Syndrome



- Seizures of all Types





-
Meningitis




- Hydrocephalus





-
Shunt Infections




f.
Orthopedic:





-
Septic Joint




- Tumors





-
Osteomyelitis




- Legg-Calve-Perthes





-
SCFE





g.
Head/Neck:





-
Epiglottitis




- URI’s





-
Tracheitis




- Foreign Bodies





-
Croup





- Sinusitis





-
Pharyngitis




- Otitis





-
Retinoblastoma




h.
Respiratory:





-
Bronchiolitis




- Cystic Fibrosis





-
Foreign Bodies



- BPD





-
Asthma




- Pneumonias




I.
Skin/Soft Tissue:





-
Orbital/Periorbital



- Measles





-
Cellulitis




- Varicella





-
Impetigo




- Roseola





-
Infestations




- Staph Scalded Skin Syndrome





-
Zoster




j.
Urologic:





-
Balanitis




- Torsion





-
Paraphimosis




- Congenital Abnormalities





-
Priapism




k.
Rheumatologic:





-
JRA





- Kawasaki’s





-
SLE





- Lyme’s Disease



2.
Recognize signs of child abuse, manage and consult appropriately.



3.
Be familiar with resuscitation techniques for children and with the management of SIDS susceptible children.



4.
Be particularly capable of managing conditions with high morbidity and mortality including, but not limited to fever, epiglottitis, meningitis, and testicular torsion.



5.
Understand vaccination schedules and appropriate drug doses.



6.
Learn the indications, contraindications, methods, and complications, and be able to perform, various procedures including:




a.
Intubation




f. Lumbar Puncture




b.
Cricothyroidotomy (needle)

g. Suprapubic Catheterization




c.
Venous Cutdowns


h. Intraosseous Infusions




d.
Cardioversion



i. Foreign Body Removal




e.
Sedation



7.
Appreciate growth and developmental patterns and milestones.



8.
Learn fluid and electrolyte physiology of infants.



9.
Be able to establish a differential diagnosis, evaluate, manage and consult appropriately for presentations/symptoms including, but not limited to the following:




a.
Apnea


l. Crying/Fussy

w. Constipation




b.
Cyanosis


m. Dehydration

x.  Diarrhea




c.
Edema


n. Failure to Thrive

y.  Dysuria




d.
Feeding Problems
o. Fever


z.  Food Poisoning




e.
Lymphadenopathy
p. Poisoning


a1. Hematemesis




f.
Seizures


q. Weight Loss

b1  Hematochezia




g.
Pharyngitis

r. Rhinorrhea


c1  Jaundice




h.
Stridor


s. Cough


d1  Melena




i.
Hemoptysis

t. Hiccoughs


e1  Nausea/Vomiting




j.
Palpitations

u. Wheezing


f1   Pruritis Ani




k.
Abdominal Pain

v. Anuria


g1  Enuresis















h1.
Rash



MODEL OF CLINICAL PRACTICE OF EM TOPICS:



All topics (with reference to pediatric patients)



RESOURCES AND FACILITIES



Brackenridge Hospital is a level one trauma center dedicated to care for the citizens of Austin, Texas.  A dedicated pediatric emergency department is staffed by EM and Pediatric EM physicians.  There are 12 pediatric ED beds, 4 are monitored, procedure sedation is accomplished in a monitored setting.  There are approximately 38,000 patient visits per year; 150 pediatric visits daily, 7% of patients are admitted.  Brackenridge Hospital is an area referral center for pediatric trauma.  Air and ground transport are available.  Nursing, lab, radiology and additional ancillary support persons are available.  A conference room, break room, and office space are available for EM residents’ use.  The hospital library provides residents with pediatric and emergency medical text, periodicals and computer aided instruction are available to emergency medicine residents.



DUTIES AND RESPONSIBILITIES OF THE RESIDENTS:



Residents will work in accordance with the Special Requirements for Residency Training in Emergency Medicine.



The residents will:



1.
Be primarily responsible for the care of pediatric patients in a Pediatric Emergency Department. 



2.
Perform all procedures while under appropriate supervision.



3.
Residents will be provided the opportunity to have decision making experience with direct staff supervision and oversight.  A treatment plan will be formulated and approved by the staff physician or senior resident.  The goal is to develop skills and judgment required to manage critically ill and injured patients.



4.
Each resident will have sufficient opportunity to perform invasive procedures, monitor unstable patients, and direct major resuscitations in accordance within previously identified objectives.



5. 
Resident schedules will be determined by rotation coordinator/director and will be in compliance with ACGME work hour requirements,



6.  
One week of leave is offered on this rotation.



RELATIONSHIP OF EMERGENCY MEDICINE RESIDENTS WITH OTHER RESIDENTS:



The Emergency Medicine residents will function as second year EM residents.  R-1 and  R-2 pediatric and other specialty residents may also be in the ED and under the supervision of the Pediatric ED staff physicians.



RESIDENT SUPERVISION, EVALUATION, AND FEEDBACK:



The residents will have direct supervision from the Emergency Medicine and/or Pediatric Emergency Attendings.  The Emergency Medicine Director of Medical Education will provide a verbal evaluation to the residents. .  The Department of the Army Form 1970-R (House Staff Evaluation Report) or US Air Force Form 494 (Academic/Clinical Evaluation Report) will be completed by the Director of Medical Education and returned to the Emergency Medicine Program Director. The resident will receive a copy.



OTHER



Travel and living expenses will be paid by the U.S. Government.
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SAUSHEC



EMERGENCY MEDICINE RESIDENCY PROGRAM



LETTER OF UNDERSTANDING between the SAUSHEC Emergency Medicine (EM) Residency Program and the Division of Emergency Medicine (Emergency Orthopedics) at the University of Texas Health Science Center at San Antonio in accordance with the Program Requirements for Residency Education in Emergency Medicine





The Division of Emergency Medicine at UTHSCSA agrees to support the SAUSHEC EM Residency Program and to work in a cooperative effort to aid in the training of Emergency Medicine Residents in a PGY 1-3 program.



a.  The Division of Emergency Medicine Rotation Coordinator has reviewed and agreed to the attached Clinical Rotation Summary for the Division of Emergency Medicine for the training of the EM Residents as outlined by the SAUSHEC EM Residency Program Director.  This specifies the Educational Goals and Objectives, a description of the Clinical and Didactic Experiences, what Evaluation Process is utilized and what Feedback Mechanism exists.



b.  Resources and Facilities:  All the learning and hospital resources available to the Division of Emergency Medicine will be available to the to the Emergency Medicine Resident as outlined in the Clinical Rotation Summary.



c.  The Emergency Medicine Resident will have duties and responsibilities as outlined in the Clinical Rotation Summary in-line with his/her abilities.  



d.  The EM Resident will be an integral part of the patient care team commensurate with other rotating residents and service residents and work for the facility of the Division of Emergency Medicine.



e.  The EM Resident will be under the direct supervision of senior residents, fellows, and staff physicians of the Division of Emergency Medicine at all times during the four-week rotation.



____________________________________


_________________________



David Hnatow, MD







(Date)



Rotating Coordinator/Emergency Orthopedics





      



Division of Emergency Medicine, UTHSCSA



____________________________________


__________________________



Robert A. De Lorenzo, MD, FACEP 





(Date)
Lieut. Colonel, Medical Corps, U.S. Army 
Director, SAUSHEC Emergency Medicine Residency



CLINICAL ROTATION SUMMARY



Institution:  San Antonio Uniformed Services Health Education Consortium



Rotation:  Orthopedics ED - University of Texas Health Science Center



Level:  EM-1



GOALS



1.
Develop relevant history and physical exam skills



2.
Learn to use diagnostic imaging modalities available for orthopedic disorders’ evaluation.



3.
Develop skill in the evaluation and management of musculoskeletal trauma.



4.
Develop skill in the diagnosis and treatment of inflammatory and infectious disorders of the musculoskeletal system.



5.
Learn principles of acute and chronic pain management in patients with musculoskeletal disorders.



OBJECTIVES



1.
Develop ability to correctly perform a history and physical in patients with musculoskeletal disorders.



2.
Demonstrate ability to correctly order and interpret radiographs in patients with orthopedic injuries.



3.
Demonstrate knowledge of standard orthopedic nomenclature.



4.
Demonstrate knowledge of appropriate aftercare and rehabilitation of orthopedic injuries.



5.
Demonstrate knowledge of the differences in pediatric and adult skeletal anatomy and indicate how those differences are manifest in clinical and radiographic presentations.



6.
Demonstrate ability to apply orthopedic devices, including compressive dressings, splints and immobilizers.



7.
Demonstrate skill in performance of the following procedures:  fracture/dislocation immobilization and reduction, arthrocentesis.



8.
Demonstrate skill in performance of extensor tendon repair.



9.
Demonstrate ability to prioritize and manage the treatment of orthopedic injuries in multiple trauma patients.



10.
Demonstrate the presentation of patients with inflammatory and infection disorders and demonstrate the ability to diagnose and treat them.



11.
Demonstrate the ability to diagnose and treat soft tissue foreign bodies.



12.
Describe the presentation, complications, diagnosis and management and prognosis of patients with human and animal bites.



13.
Describe the presentation, complications, diagnosis and management of compartment syndromes.



14.
Demonstrate ability to provide regional anesthesia, including hematoma blocks, radial, ulnar, median, axillary, posterior tibial and sural nerve blocks.



15.
Discuss the dosages, indications, contraindications and side effects of standard analgesic and sedative agents used to treat patients with acute orthopedic trauma and demonstrate skills in their use.



16.
Discuss the dosages, indications, contraindications, side effects and relative potency of standard oral analgesics used in treatment of patients with musculoskeletal disorders.



17.
Discuss the differential diagnosis, historical features, and physical examination findings of patients with low back pain.



18.
Demonstrate ability to recognize and treat soft tissue infections involving muscle, fascia, and tendons.



19.
Describe diagnosis and treatment of overuse syndrome.



20.
Describe how to evaluate and preserve amputated limb parts.



21.
Demonstrate knowledge of joint injuries, evaluation and grading of joint injuries, treatment of joint injuries and prognosis.



22.
Discuss evaluation and treatment of soft tissue injuries such as strains, penetrating soft tissue injuries, crush injuries, and high-pressure injection injuries.




MODEL OF CLINICAL PRACTICE OF EM TOPICS:



11.0 (all)



18.1  (spine, lower extremity, pediatric fractures, soft tissue injury, upper extremity)



Appendix 1 (skeletal procedures)



RESOURCES AND FACILITIES



University Hospital is an academic teaching hospital affiliated with the University of Texas of San Antonio,  [UTHSCSA] School of Medicine.  It is a level one-trauma center responsible for the care of citizens of Bexar County.  Laboratories, radiography, electrocardiography, and blood banking are available in or near the Emergency Department 24 hours a day.  The UTHSCSA School of Medicine Library provides texts, periodicals, computer assisted instruction and multimedia capabilities to EM residents.  Flouroscopy, fracture reduction equipment, casting and splinting material are readily available.  Monitoring equipment for procedural sedation is also available.



DUTIES AND RESPONSIBILITIES OF THE RESIDENTS:



The schedule will be completed by Rotation Coordinator/Director or his/her designee..



The residents will:




1.
Have their primary responsibility in the Emergency Center.  The staff EM physician in the Emergency Center will supervise the Emergency Medicine residents.




2.
Additional staff resources include the attending orthopedist, senior 



 
orthopedic resident, orthopedic technician and Pas of the Orthopedic Service..




3.
Perform procedures with appropriate supervision, within the Emergency Center.




4.
As a priority attend Emergency Medicine Grand Rounds on Friday mornings form 0700-1200 hours as a priority.




5.
Attend Orthopedic Grand Rounds/Teaching Rounds each month.



6.
One week of leave is ordinarily available on this rotation.



THE RELATIONSHIP OF EMERGENCY MEDICINE RESIDENTS WITH OTHER RESIDENTS:



The Emergency Medicine residents function as a member of the Emergency Center team.  EM residents will teach and supervise other residents commensurate with their level of training.



RESIDENT SUPERVISION, EVALUATION, AND FEEDBACK:



Board-certified Emergency Physicians, Orthopedic senior residents r Attending will directly supervise Emergency Medicine Residents at University Hospital.  The Department of the Army Form 1970-R (House Staff Evaluation Report) or US Air Force Form 494 (Academic/Clinical Evaluation Report) will be completed by the medical director, and returned to Program Director, Emergency Medicine Residency.  The resident will receive a copy.
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SAUSHEC



EMERGENCY MEDICINE RESIDENCY PROGRAM



LETTER OF UNDERSTANDING between the SAUSHEC Emergency Medicine (EM) Residency Program and the Department of Obstetrics and Gynecology at UTHSCSA in accordance with the Program Requirements for Residency Education in Emergency Medicine





The Department of Obstetrics and Gynecology at the University of Texas Health Science Center, San Antonio agrees to support the SAUSHEC EM Residency Program and to work in a cooperative effort to aid in the training of Emergency Medicine Residents in a PGY 1-3 program.



a.  The Department of Obstetrics and Gynecology Rotation Coordinator has reviewed and agreed to the attached Clinical Rotation Summary for the Department of Obstetrics and Gynecology for the training of the EM Residents as outlined by the SAUSHEC EM Residency Program Director.  This specifies the Educational Goals and Objectives, a description of the Clinical and Didactic Experiences, what Evaluation Process is utilized and what Feedback Mechanism exists.



b.  Resources and Facilities:  All the learning and hospital resources available to the Department of Obstetrics and Gynecology will be available to the to the Emergency Medicine Resident as outlined in the Clinical Rotation Summary.



c.  The Emergency Medicine Resident will have duties and responsibilities as outlined in the Clinical Rotation Summary in-line with his/her abilities.  Residents will be allowed vacation time on the clinical rotation within the guidelines created by the Office of Graduate Medical Education and the SAUSHEC Emergency medicine Residency.



d.  The EM Resident will be an integral part of the patient care team commensurate with other rotating residents and service residents and work for the facility of the Department of Obstetrics and Gynecology



e.  The EM Resident will be under the direct supervision of senior residents, fellows, and staff physicians of the Department of Obstetrics and Gynecology Care Unit at all times during the four-week rotation.



____________________________________


_________________________



ELLY XENAKIS, MD



Rotating Coordinator/Director





      (Date)



Department of General Surgery, BAMC



____________________________________


__________________________



Robert A. De Lorenzo, MD, FACEP 


(Date)
Lieut. Colonel, Medical Corps, U.S. Army 
Director, SAUSHEC Emergency Medicine Residency



CLINICAL ROTATION SUMMARY



Institution: San Antonio Uniformed Services Health Education Consortium



Rotation: Obstetrics and Gynecology - University of Texas Health Science Center



Level:  EM-2



GOALS



1.
Develop expertise in the diagnosis and management of emergency complications of pregnancy.



2.
Develop expertise in the management of uncomplicated and complicated labor and delivery.



3.
Develop expertise in the management of sexual assault.



4.
Learn the principles of management of gynecologic and obstetrical trauma.



5.
Learn diagnosis and treatment of genital and pelvic infectious disease.



6.
Develop expertise in the diagnosis and management if abdominal pain in females.



7.
Develop expertise in the diagnosis and management of vaginal bleeding.



OBJECTIVES



1.
Learn the anatomy, pathophysiology, presentations, diagnostic evaluation, and management of gynecologic illnesses including, but not limited to the following:




a.
Abnormal Vaginal Bleeding


-
Pelvic Pain




b.
Tubo-Ovarian Abscess



-
Vaginal Discharge




c.
PID





-
Ovarian Cysts




d.
Vaginal Foreign Bodies



-
Neoplasia




e.
Bartholin’s Abscess



-
Vulvovaginitis



2.
Be able to recognize and manage a normal pregnancy and be able to perform a normal vaginal delivery.  Understand the methods of delivering a breach presentation baby.



3.
Know the anatomy, pathophysiology, presentations, diagnostic evaluations, and management of obstetric related illnesses including, but not limited to the following:




a.
First and Third Trimester Vaginal Bleeding




b.
Abruptio Placenta




c.
Ectopic Pregnancy




d.
Placenta Previa




e.
Pre-eclampsia and Eclampsia




f.
Traumatic Disorders




g.
Hyperemesis Gravidarum




h.
Postpartum Complications



4.
Learn the indications, contraindications, methodology, and complications; and be able to perform procedures including, but not limited to the following:




a.
Culdocentesis




b.
I & D of Gynecologic Abscesses



c.
Pelvic Ultrasounds (Transabdominal and Vaginal)



d.
Wet preps for candida and other organisms



e.  
fetal monitoring



f.
c-section observation/assist



5.
Be able to manage a rape patient with appropriate consultations and examination.



6.
Be able to establish a differential diagnosis, evaluate, manage, and consult appropriately for presentations/symptoms including, but not limited to the following:




a.
Genital Ulcer




g.   Sexual Assault




b.
Abnormal Vaginal Bleeding


h.   Discharge




c.
Dysmenorrhea




i.    Dyspareunia




e.
Dysuria





j.    Pregnancy




f.
Urinary incontinence



MODEL OF CLINICAL PRACTICE OF EM TOPICS:



1.2



13.0 (all)



Appendix 1 (genital/urinary, obstetric techniques)



RESOURCES AND FACILITIES:



The University of Texas - San Antonio Hospital System is an academic teaching hospital with primary affiliation with UTSA Medical School.  The OB/GYN Service cares primarily for residents of Bexar County.  A level 3 nursery and referral service and  available subspecialty services of OB/GYN to include maternal/fetal medicine, Gyn, Gyn Oncology, high risk OB, and infertility are available.  Academic resources available include the UTSA Library, computer assisted instructor and multimedia capabilities.  Photography, coloscopy, and laprascopy equipment and teaching files are available for the EM resident’s use.



DUTIES AND RESPONSIBILITIES OF THE RESIDENTS:



The work day Monday thru Friday is from 0730 until the work day is completed (1630-1730).  The responsibility is primarily in the outpatient clinic with special emphasis on vaginal ultrasonography.   Labor and delivery experience is a required component of this rotation.  Residents will work in accordance with the Special Requirements for Residency Training in Emergency Medicine and Obstetrics and Gynecology.



The residents will:



1.
See same-day and 72-hour patients in the outpatient clinic.  Residents will discuss all patients with the attending physician.



2.
Perform procedures under supervision.  These will include, but not be limited to, Bartholin’s cyst drainage and ultrasound - both transabdominal and vaginal. 



3.
Give presentations at Morning Report on selected OB/GYN topics.



4.
Attend Emergency Medicine Grand Rounds on Friday from 0700 until 1200 hours as a priority.



5.
Attend OB/GYN morning report.



6.     Participate in normal (and high risk, when appropriate) labor and delivery 



        procedures to include c-sections.



7.
Become proficient at performing vaginal ultrasounds.



8.    Document and maintain transabdominal/vaginal images in accordance with current 



        policies in order to facilitate credentialing in emergency ultrasonography.



9.  One week of leave is ordinarily available on this rotation.



RELATIONSHIP OF EMERGENCY MEDICINE RESIDENTS WITH OTHER RESIDENTS:



Residents from various specialties from multiple institutions rotate with the OB/GYN Department.  The Emergency Medicine residents function at the same level as first year OB/GYN residents.  EM residents will not have primary operative responsibility, but may participate in operative procedures.



RESIDENT SUPERVISION, EVALUATION, AND FEEDBACK:



Residents will be directly supervised by the OB/GYN Attendings. .  The Department of the Army Form 1970-R (House Staff Evaluation Report) or US Air Force Form 494 (Academic/Clinical Evaluation Report) will be completed by the Department Chief and returned to the Emergency Medicine Program Director.  The resident will receive a copy.
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EMERGENCY MEDICINE RESIDENCY PROGRAM



LETTER OF UNDERSTANDING between the SAUSHEC Emergency Medicine (EM) Residency Program and the Medical Intensive Care Unit at Brooke Army Medical Center (BAMC) in accordance with the Program Requirements for Residency Education in Emergency Medicine





The Medical Intensive Care Unit at BAMC agrees to support the SAUSHEC EM Residency Program and to work in a cooperative effort to aid in the training of Emergency Medicine Residents in a 



PGY 1-3 program.



a.  The Medical Intensive Care Unit Rotation Coordinator has reviewed and agreed to the attached Clinical Rotation Summary for the Medical Intensive Care Unit for the training of the EM Residents as outlined by the SAUSHEC EM Residency Program Director.  This specifies the Educational Goals and Objectives, a description of the Clinical and Didactic Experiences, what Evaluation Process is utilized and what Feedback Mechanism exists.



b.  Resources and Facilities:  All the learning and hospital resources available to the Medical Intensive Care Unit will be available to the to the Emergency Medicine Resident as outlined in the Clinical Rotation Summary.



c.  The Emergency Medicine Resident will have duties and responsibilities as outlined in the Clinical Rotation Summary in-line with his/her abilities.  



d.  The EM Resident will be an integral part of the patient care team commensurate with other rotating residents and service residents and work for the facility of the Medical Intensive Care Unit.



e.  The EM Resident will be under the direct supervision of senior residents, fellows, and staff physicians of the Division of Emergency Medicine at all times during the four-week rotation.



____________________________________


_________________________



Julia Morgan








(Date)



LTC (P), MC, USA



Director, Medical Intensive Care Unit, BAMC



____________________________________


__________________________



Robert A. DeLorenzo, MD, FACEP 





(Date)
Lieut. Colonel, Medical Corps, U.S. Army 
Director, SAUSHEC Emergency Medicine Residency



CLINICAL ROTATION SUMMARY



Institution:  San Antonio Uniformed Services Health Education Consortium



Rotation:  Medical Intensive Care Unit - Brooke Army Medical Center



Level:  EM-1



GOALS



1.
Develop the ability to rapidly evaluate, diagnose, stabilize, and disposition critically ill patients.



2.
Learn respiratory, cardiovascular, renal and neurologic physiology and pathophysiology of trauma, toxins, shock, sepsis, cardiac failure, and respiratory failure which affect critically ill patients.



3.
Learn the principles of medical instrumentation and hemodynamic monitoring and be able to utilize them in the care of critically ill patients.



4.
Learn the indications and develop the technical skills needed to perform diagnostic and therapeutic interventions in critically ill patients.



5.
Learn the rational use of laboratory, radiographic and other diagnostic tests in the management of critically ill patients.



OBJECTIVES:



1.
Learn the anatomy, pathophysiology, presentations, diagnostic evaluations, and management of life-threatening adult illnesses of pulmonary and major medical etiologies including, but not limited to the following:




a.
Pulmonary Embolism



k. Severe Pneumonia




b.
COPD





l. Altered Mental Status




c.
Asthma





m. Toxic Inhalations




d.
Non-Cardiogenic Pulmonary Edema

n. Gastrointestinal Bleeding




e.
Sepsis





o.  Meningitis




f.
Shock of Non-Cardiac Etiologies

p. Hypertensive Emergencies




g.
Airway Obstructions



q. Severe Liver or Renal Failure




h.
DKA






r. Encephalopathies




i.
Neutropenic Febrile Patients


s. Stroke Syndromes




j.
Seizures



2.
Be familiar with the indications, contraindications, methodology, and complications; and be able to perform various procedures including, but not limited to the following:




a.
Airway Procedures Including


c. Arterial Catheter Insertion





Intubation and Mechanical


d. Swan-Ganz Catheter Insertion





Ventilation




e. Arterial Blood Gas Sampling




b.
Central Venous access



f. Defibrillation/Cardioversion



3.
Gain knowledge of and be able to interpret laboratory, radiography, EKG’s, and rhythm monitoring used to assess patient status.



4.
Be able to establish a differential diagnosis, evaluate, manage, and consult appropriately for presentations/symptoms including, but not limited to the following




a.
Altered Mental Status



h. Apnea




b.
Burns





i. Coma




c.
Poisoning





j. Tetany




d.
Paralysis





k. Seizures




e.
Stridor





l. Wheezing




f.
Hematemesis




m. Hematochezia




g.
Melena



MODEL OF CLINICAL PRACTICE OF EM TOPICS:



2.2 – 2.9



3.0 (all)



4.0 (all)



5.0 (all)



6.0 (all)



7.0 all)



8.0 (all)



9.0 (all)



10.0 (all)



11.0 (all)



12.0 (all)



14.0 (all)



15.1 – 15.4



15.6 – 15.8



16.0 (all)



17.0 (all)



Appendix 1 (airway, diagnostic, hemodynamic, resuscitation, and thoracic techniques)



RESOURCES AND FACILITIES



BAMC is a major U.S. Army medical center providing tertiary referral support to Army bases in most of the central one third of the United States.  It is a state-of-the-art facility with a capacity of 450 beds expandable to 650.  In addition to the Emergency Medicine residency and Internal Medicine residency, training programs exist in most other fields to include General Surgery and its subspecialties, OB/GYN, Pathology, Anesthesia, Orthopedics, Urology, Pediatrics, and Radiology.  Most of these residencies are combined programs with Wilford Hall Medical Center.  The Internal Medicine residency is not combined, although many of the Department of Medicine fellowship programs are.  The Department of Medicine has 50 to 60 attending staff members from General Internal Medicine and all of the major subspecialties.  The hospital has a medical library providing an excellent selection of current primary care medical and subspecialty textbooks and journals.  The hospital has several electronic systems to include an electronic in-patient record system, computerized laboratory data, and an electronic radiology retrieval system.  All residents are given training and access codes for these systems as part of their initial orientation to BAMC.  Outpatient records are maintained in the records room and are accessible to residents 24 hours a day. There are10 beds in the MICU with overflow to 30 additional beds. There are 8 Critical Care boarded staff.  Daily teaching rounds with articles provided.



DUTIES AND RESPONSIBILITIES OF THE RESIDENTS:



The hours are Monday through Friday from 0730-1645.  Residents will work an 80-hour week in accordance with the ACGMR requirements.  Rounds occur every weekday with the attending faculty.



The residents will:



1.
Perform appropriate H&P’s, daily notes, and orders.



2.
Serving as the primary procedure resident, while under supervision, perform procedures including central lines, Swan-Ganz catheter insertion, cardiac pacemaker placement, arterial line insertion, and advanced airway care.



3.
Be on-call every fourth night, and be responsible for ICU admissions and ICU in-patient care.



4.
Attending Emergency Medicine Grand Rounds Friday mornings from 0700-1200 as 





a priority..



5.
Attend Department of Medicine morning report and any Department of Medicine Grand Rounds.



6.
Attend critical care lectures presented by the Internal Medicine staff at least two hours per week.



7.
Spend 1 day out of 7 free from hospital duties.



8.
Residents will be provided the opportunity to have decision-making experience with direct staff supervision and oversight.  A treatment plan will be formulated and approved by the staff physician or senior resident.  The goal is to develop skills and judgment required to manage critically ill and injured patients.



9.
Each resident will have sufficient opportunity to perform invasive procedures, monitor unstable patients, and direct major resuscitations in accordance within previously identified objectives.



10.  Leave will not ordinarily be offered on this rotation.



RELATIONSHIP OF EMERGENCY MEDICINE RESIDENTS WITH OTHER RESIDENTS:



There will be other residents on the service ranging from internal medicine and emergency medicine from other facilities.



RESIDENT SUPERVISION, EVALUATION, AND FEEDBACK:



The resident will have direct supervision from one internal Medicine faculty at a time.  The Department of the Army Form 1970-R (House Staff Evaluation Report) or US Air Force Form 494 (Academic/Clinical Evaluation Report) will be completed by the supervising ICU Attending Physician and returned to the Emergency Medicine Program Director.  The resident will receive a copy.
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SAUSHEC



EMERGENCY MEDICINE RESIDENY PROGRAM



LETTER O FUNDERSTANDING between the SAUSHEC EM Emergency Medicine (EM) Residency Program and the Internal Medicine General Ward Service at Brooke Army Medical Center (BAMC), Section II B 2 a-e of the Program Requirements for Residency Education in Emergency Medicine



The General Medicine Ward Service at BAMC agrees to support the SAUSHEC EM Residency Program and to work in a cooperative effort to aid in the training of the EM Resident in a PGY 1-3 program.



a.  The General Medicine Ward Service Rotation Coordinator has reviewed and agreed to the attached Clinical Rotation Summary for the General Medicine Ward Service for the training for the EM Residents as outlined by the SAUSHEC EM Residency Program Director.  This specifies the Educational Goals and Objectives, a description of the Clinical and Didactic Experiences, what Evaluation Process is utilized, and what Feedback Mechanism exists.



b.  Resources and Facilities: All the learning and hospital resources available to the General MedicineWard Service will be available to the Emergency Medicine Resident as outlined in the Clinical Rotation Summary.



c.  EM Residents will have duties and responsibilities as outlined in the Clinical Rotation Summary in line with his/her abilities.  Residents will not be allowed vacation on this clinical rotation.



d.  The EM Resident will be an integral part of the patient care team commensurate with other rotating residents and service residents and work for the attending staff of the General Medicine Ward Team.



e.  The EM Resident will be under the direct supervision of fellows, and staff physicians of the General Medicine Ward Team at all times during the four-week rotation.



_______________________________


____________________________



MAUREEN K. KOOPS, MD





(Date)



MAJ, MC USA



Program Director, BAMC IMRP



____________________________________

__________________________



Robert A. DeLorenzo, MD, FACEP 




(Date)



Lieut. Colonel, Medical Corps, U.S. Army Director, 



SAUSHEC Emergency Medicine Residency


Clinical Rotation Summary



Institution:  San Antonio Uniformed Services Health Education Consortium



Rotation:  General Medicine Ward Service - Brooke Army Medical Center



Level:  EM- I 



GOALS



1.  Learn the indications for admission and the criteria for discharge for a wide variety of medical conditions.  Understand the other levels of care such as long term care facilities and hospice that are available to patients upon discharge.



2.  Understand the pathophysiology of the medical conditions for which patients are admitted and the rationale behind the various inpatient treatment regimens.



3.  Become skillful in the management of the various medical problems necessitating admission and treatment on the inpatient ward.



4.  Learn the appropriate times and indications for subspecialty and/or surgical consultation.



5.  Learn the principles of laboratory medicine as they apply to inpatient management.



6.  Review pathological material and also, when applicable, autopsy material and reports.



7.  Become proficient in the administrative aspects of caring for patients while in the



Hospital, to include; charting, finding and reporting X-ray and laboratory results, ordering and arranging diagnostic studies, etc.



8.  Become an integral member of the treatment team by participating in Attending



Rounds and other Department of Medicine conferences including Morning Report and



Noon Conference.  Present cases at these conferences under direction of Department of



Medicine Faculty.



OBJECTIVES



1.  Learn the anatomy, pathophysiology, presentations, diagnostic evaluations, and management of common adult illnesses that often require admission to an inpatient medicine ward service; including, but not limited to, the following:




a.  COPD

o.  Pulmonary Embolus




b.  Altered Mental Status
p.  Deep Venous Thrombosis




c.  Asthma
q.  Renal Failure




d.  Pneumonia
r.   Hepatitis




e.  Electrolyte disorders
s.   Cirrhosis




f.  Transient ischemic attacks
t.   Diarrhea




g.  Stroke
u.  Urinary Tract Infections




h.  Congestive Heart Failure
v.  Pyelonephritis




i.   Atrial fibrillation and other dysrythmias
w.  Gastrointestinal Bleeding




j.   Chest pain

x.  Diabetes Mellitus and its





         complications




k.  Syncope
y.  Cellulitis




l.   Congestive Heart Failure
z.  Valvular Heart disease




m. Stroke
a1.  Alcohol withdrawal/Toxic Ingestions




n. Pancreatitis



2.  Gain knowledge of and be able to interpret laboratory and radiographic studies, EKGS, and rhythm monitoring used to assess patient status.



3.  Be familiar with the indications, contraindications, methodology, and complications, and be able to perform various procedures including, but not limited to, the following:




a.  Central line placement
e.  Intravenous catheter placement




b.  Arterial blood gas sampling
f.  Abdominal Paracentesis




c.  Lumbar puncture
g.  Thoracentesis




d.  Cardioversion
h.  Nasogastric tube placement



4.
Be able to establish a differential diagnosis, evaluate, manage, and consult appropriately for presentation/symptoms including, but not limited to the following:




a.  Shortness of breath
h.  Atrial fibrillation




b.  Chest pain
i.  Syncope




c.  Altered Mental Status
j.  Unilateral lower extremity edema




d.  Diarrhea
k.  Bilateral lower extremity edema




e.  Hematuria
l.  Abdominal pain




f.  Hypertension
m.  Ascites




g.  Pleural effusion
n.  Pulmonary mass/nodule



MODEL OF CLINICAL PRACTICE OF EM TOPICS



2.2 – 2.9



3.0 (all)



4.0 (all)



5.0 (all)



8.0 (all)



9.0 (all)



10.0 (all)



11.0 (all)



12.0 (all)



15.1 – 15.4



15.6 – 15.8



16.0 (all)



17.0 (all)



RESOURCES AND FACILITIES:



BAMC is a major U.S. Army medical center providing tertiary referral support to Army bases in most of the central one third of the United States.  It is a state-of-the-art facility with a capacity of 450 beds expandable to 650.  In addition to the Emergency Medicine residency and Internal Medicine residency, training programs exist in most other fields to include General Surgery and its subspecialties, OB/GYN, Pathology, Anesthesia, Orthopedics, Urology, Pediatrics, and Radiology.  Most of these residencies are combined programs with Wilford Hall Medical Center.  The Internal Medicine residency is not combined, although many of the Department of Medicine fellowship programs are.  The Department of Medicine has 50 to 60 attending staff members from General Internal Medicine and all of the major subspecialties.  The hospital has a medical library providing an excellent selection of current primary care medical and subspecialty textbooks and journals.  The hospital has several electronic systems to include an electronic in-patient record system, computerized laboratory data, and an electronic radiology retrieval system.  All residents are given training and access codes for these systems as part of their initial orientation to BAMC.  Outpatient records are maintained in the records room and are accessible to residents 24 hours a day.



DUTIES AND RESPONSIBILITIES OF THE RESIDENT:



There are five general medicine ward teams.  Each team is composed of a staff attending, a junior or senior medicine resident and two first year residents from various programs.  Daily work rounds with the junior or senior medicine resident or attending staff will start between 0600 and 0700.  Teams will take admissions Monday through Friday from 0700 - 1500 except post call days.  The on call team will take all admissions from 1500 until 0700 the next day.  The on call team will take all admissions on Saturday, Sunday, and holidays from 0700 to 0700 the next day.  Check out rounds start at 1600 on weekdays and upon completion of rounds on weekends and holidays.  The residents will work an 80-hour week with an average of one day in seven free of clinical responsibilities in accordance with the special requirements of training in Internal Medicine.  There will be 4.5 hours per week of teaching rounds with the attending staff.  Morning report is held every weekday from 0730-0830 except on the first Friday and Monday of a new rotation.  An educational conference is held every Tuesday, Wednesday, and Thursday from 12001300.  Medicine Grand Rounds is held every Friday from 1200-1300.



The residents will



1.  Be assigned to one of five general medicine ward teams.  Teams take admissions every day except post call days, weekend days, or holidays when not on call.



2.  Be responsible for patients assigned to his/her care by the junior or senior medicine resident or the team attending staff physician.



3.  Perform appropriate H&Ps, daily progress notes, orders, and check their patients out to the on call team.



4.  Perform procedures including intravenous catheter placement, arterial blood gas sampling, central lines, lumber punctures, thoracentesis, abdominal paracentesis, while under supervision.



5.  Be on call every fifth night, and be responsible for a maximum of five new admissions during this 24 hour period, and for cross coverage of medicine inpatients assigned to other ward teams.



6.  Supervise medical students assigned to the team.  Be responsible for the content of notes and co-signing notes written by medical students.



7.  Attend Emergency Medicine Grand Rounds Friday mornings from 0700- 1200 as a priority.



8.  Attend Department of Medicine morning report from 0730-0830 except Fridays.



9.  Attend the Educational conference on Tuesday, Wednesday, and Thursday from 1200-1300.



10.  Leave is not ordinarily offered on this rotation.



RESIDENT SUPERVISION, EVALUATION, AND FEEDBACK:



The junior or senior medicine resident is the primary supervisor for the interns and the assigned stuff attending is ultimately responsible for patient care and resident education.  The attending will provide an admission staff note and daily supervision.



The resident will be given verbal feedback at mid-rotation.  Written feedback is given on the resident evaluation form at the end of the rotation by the supervising staff attending physician on the Department of the Army Form 1970-R (House Staff Evaluation report) or US Air Force Form 494 (Academic/Clinical Evaluation Report).  This evaluation form will be returned to the Program Director for Emergency Medicine.  The resident will be given an evaluation form at the end of the rotation to complete and return to the Program Director for Emergency Medicine.  This will provide feedback on the program and the rotation.



OTHER:  Normally, Emergency Medicine residents will not rotate during blocks 1, 7, or 13.
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SAUSHEC



EMERGENCY MEDICINE RESIDENCY PROGRAM


LETTER OF UNDERSTANDING between the SAUSHEC Emergency Medicine (EM) Residency Program and the Emeregency Medicine Administration Program at BAMC/WHMC in accordance with Program Requirements for Residency Education in Emergency Medicine





The Emeregency Medicine Administration at BAMC/WHMC agrees to support the SAUSHEC EM residency Program and to work in a cooperative effort to aid in the training of Emergency Medicine Residents.



a.  The Emeregency Medicine Administration (BAMC/WHMC) has reviewed and agreed to the attached Clinical Rotation Summary of Administration for the training of the EM Residents as outlined by the SAUSHEC EM Residency Program Director.  This specifies the Educational Goals and Objectives, a description of the Clinical and Didactic Experiences, what Evaluation Process is utilized, and what Feedback Mechanism exists.



b.  Resources and Facilities:  All the learning and hospital resources available to the  Emergency Medicine Administration will be available to the  Emergency Medicine Resident as outlined in the Clinical Rotation Summary.



c.  The Emergency Medicine Resident will have duties and responsibilities as outlined in the Clinical Rotation Summary in-line with his/her abilities.  Residents will be allowed vacation on this clinical rotation within the guidelines created by the Office of Graduate Medical Education and the SAUSHEC EM Residency.



d.  The EM Resident will be an integral part of the patient care team commensurate with other rotating residents and service residents and work for the facility of the Emeregency Medicine Administration.



e.  The EM Resident will be under the direct supervision of senior residents, fellows, and staff physicians of the Department of Emeregency Medicine at all times during the four-week rotation.



This rotation is under the direct control and supervision of the SAUSHEC EMRP and according to the ACGME Common Program Requirements and does not require a formal signed Letter of Understanding



____________________________________



__________________________



Robert A. DeLorenzo, MD, FACEP 




(Date)
Lieut. Colonel, Medical Corps, U.S. Army 
Director, SAUSHEC Emergency Medicine Residency



CLINICAL ROTATION SUMMARY



Institution:  San Antonio Uniformed Services Health Education Consortium



Rotation:  Emergency Medicine Administration, BAMC and WHMC



Level:  EM-3



GOALS 



To obtain a sound administrative experience including QI, Risk Management, career development, morbidity and mortality, and military unique paperwork in order to excel in their continued militray and civilian emergency medicine career.



OBJECTIVES:



1.  The admin rotation will consist of administrative days, ED shifts, and leave as requested.



a.  the admin day (defined as no clinical shift) will be from 0700-1500 hours on weekdays.



b.  ED shifts will be assigned by the chief residents.



c.  all leave will be relayed to staff in charge of rotation (SICR) not less than 30 days in advance.



2.  During the month, an administrative project will be performed that will either benefit the ED at BAMC or WHMC, or the residency as a whole.




a.  examples:  cleaning goatlab equipment/getting new pacemakers.




b.  must be approved by SICR.




c.  due by last day of rotation.



3.  The resident will perform Risk Management duties as follows:




a.  review ED case from SICR and perorm standard of care determination due last day of 



             rotation.




b.  do assigned reading from Risk Management text given to you by SICR.




c.  optional to attend Risk Management meeting at BAMC (see SICR for date and time)



4.  The resident will perform Quality Assurance duties as folllows:




a.  meet with EMS QI coordinator at WHMC to discuss procedures and activities.




b.  meet with QI coordinator at BAMC to discuss procedures and activities.



5.  The resident will perform residency duties as follows:



a. Conduct Morning Report sessions in accordance with the MR guidelines published in the Residency Guide.  Included in this responsibility is ensuring 100% coverage of all MR sessions during the block.  A combination of personal participation, fellow senior residents, or faculty will necessarily be needed to run all the sessions, however, the Admin Resident remains responsible for ensuring the mission is accomplished.



b. The resident will create a Morning Report schedule for the following month in coordination with the oncoming admin resident.



1. The template for morning reports (attached) will be followed strictly followed



2. Any deviations from the template should be discussed with the SICR (i.e., leave, inability to give MR on a scheduled day by admin resident)



c. Meet with the Resideny Director or Associate Residency Director to discuss procedures and 



             activities.



6.  The resident will perform morbidity and mortality duties as follows:




a.  prepare  morbidity and mortality conference for the institution at the location of the 



            conference that month in coordination with the SICR.



7.  The resident will meet with the chiefs of both departments to discuss:




a.  job responsibilities as chief




b.  dealing with patient complaints/compliments




c.  goals in the individual resient’s career




d.  award, OPR/OER, MFR writing




e.  counseling



8.  Resident evaluation will consist of a combination of:




a.  the risk management project




b.  the administrative project




c.  completing meetings with the various staff listed above (sign off form attached)




d.  attendance




e.  morbidity and mortality conference performance



*The admin resident is responsible for contacting both of the SICR’s within the first two working days of the admin rotation.



*The admin resident is under the direct supervision of the SICR.  At no time is the resident to be given duties or projects without the express consent of both SICR’s.



MODEL OF CLINICAL PRACTICE OF EM TOPICS:



Appendix 2 (Administration and Risk Management, Legal, and regulatory issues)



THE RELATIONSHIP OF EMERGENCY MEDICINE RESIDENTS WITH OTHER RESIDENTS:



Not applicable.



RESIDENT SUPERVISION, EVALUATION, AND FEEDBACK:



Residents will have direct supervision from the supervising medical director and will coordinate daily care through the Medical Director each day.  The Department of the Army Form 1970-R (House-Staff Evaluation Report) or US Air Force Form 494 (Academic/Clinical Evaluation Report) will be completed by the supervising Medical Director of EMS Education and returned to the Emergency Medicine Program Director.  The resident will receive a copy.



ADMINISTRATIVE ROTATION



COMPLETION FORM



TOPIC







COMPLETED (initials)



Administrative Project





_____________________



Risk Management Case:  Dr. Abbrescia (916-3659)


_____________________



Risk Management Readings





_____________________



Risk Management Meeting (Optiona)



_____________________



QI – EMS WHMC:  Dr. Osborne (292-3907)


_____________________



QI – BAMC:  Dr. Currier ((16-2016)




_____________________



Residency:  Dr. DeLorenzo (916-5705)



_____________________



                    Dr. Gibson (292-5165)




_____________________



Morbidity and Mortality Conference




_____________________



Chief of Department Meetings:  





BAMC:  Dr. Sheridan (916-5512)


_____________________





WHMC:  Dr. Marshall (292-3913)


_____________________



Morning Report Schedule





_____________________



*Form to be turned into Dr. Abbrescia or Dr. Osborne by last day of rotation.



*The admin resident is under the direct supervision of Dr. Abbrescia and dr. Osborne.  At no time is the resident to be given duties or projects without their express consent.
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EMERGENCY MEDICINE RESIDENCY PROGRAM



LETTER OF UNDERSTANDING between the SAUSHEC Emergency Medicine (EM) Residency Program and the Wilford Hall Medical Center Department of Emergency Medicine Program Requirements for Residency Education in Emergency Medicine





The Emergency Department at Wilford Hall Medical Center agrees to support the SAUSHEC EM Residency Program and to work in a cooperative effort to aid in the training of Emergency Medicine Residents.



a.  The Emergency Medicine Chair has reviewed and agreed to the attached Clinical Rotation Summary for the Emergency Department for the training of the EM Residents as outlined by the SAUSHEC EM Residency Program Director.  



b.  Resources and Facilities:  The Department of Emergency Medicine will be available to the to the Emergency Medicine Resident as outlined in the Clinical Rotation Summary.



c.  The Emergency Medicine Resident will have duties and responsibilities as outlined in the Clinical Rotation Summary.



d.  The Emergency Medicine Resident will be the patient health team leader.



e.  The EM Resident will be under the direct supervision of the ABEM board certified or eligible Emergency Medicine facility.



This rotation is under the direct control and supervision of the SAUSHEC EMRP and according to the ACGME Common Program Requirements and does not require a formal signed Letter of Understanding.



____________________________________


__________________________



Robert A. DeLorenzo, MD, FACEP 




(Date)
Lieut. Colonel, Medical Corps, U.S. Army 
Director, SAUSHEC Emergency Medicine Residency


CLINICAL ROTATION SUMMARY



Institution:  San Antonio Uniformed Services Health Education Consortium


Rotation:  Emergency Medicine, Wilford Hall Medical Center



Level:  EM-1, Em-2 and EM-3


THE GOALS:


1.  Residency programs in Emergency Medicine should produce emergency physicians prepared with the following basic competencies:



a.  Provide the recognition, resuscitation, stabilization, evaluation, and care of the full range, of patients who present to the Emergency Department.



b.  Apply critical thinking to determine the priorities of evaluation and treatment of multiple Emergency Department patients with different complaints and needs.



c.  Arrange appropriate follow-up or referral as required.



d.  Manage the out-of-hospital care of the acutely ill or injured patient.



e.  Participate in the administration of the Emergency Medical Services system providing out-of-hospital care.



f.  Provide appropriate patient education directed toward the prevention of illness and injury.



g.  Engage in the administration of Emergency Medicine.



h.  Teach Emergency Medicine



i.  Understand and evaluate research methodologies and their application.



j.  Understand and apply the principles and practice of continuous quality improvement



k.  Manage resource utilization effectively



1.  Utilize information resources effectively and apply evidence-based medicine to update their clinical practice,



m.  Communicate effectively with patients, families and health care professionals.



n.  Utilize resources to address domestic violence.



o.  Demonstrate the fundamental qualities of professionalism.



p.  Demonstrate how optimal patient care is provided in the context of a larger health care delivery system by effectively using system resources to support the care of patients.



THE OBJECTIVES:



See the Model of Clinical Practice for Emergency Medicine



MODEL OF CLINICAL PRACTICE OF EM TOPICS:



1.0 THROUGH 18.0 (inclusive)



Appendix 1 (all)



RESOURCES AND FACILITIES:


1.  The 59th MDW Emergency Department consists of a 2-story addition attached to the main hospital.  There are two entrances to the Emergency Department, one main entrance and a covered ambulance entrance.  The department has a total of 35,000 square feet of which 25,000 square feet are dedicated to patient care located in the basement level and 10,000 square feet for administration areas.  The patient care areas consist of the following: 3 Trauma bays approximately 200 square feet, 15 monitored beds, 6 bed Minor Treatment unit, 2 Pediatric Exam rooms, 3 OB/GYN Exam rooms, 2 bed Orthopedic/cast minor suture room, 4 General Exam rooms with I isolation (negative airflow) Exam room, 2 ENT/EYE Exam rooms and 5 Triage beds.  Other areas include a radiology suite and portable unit with supporting film development, digital image processing, and viewing room; 24 hour STAT Laboratory; locker room with showers and lounge areas.  On average, one hundred twenty patients are seen per day and there are no observation beds.



2.  The Emergency Department STAT Lab is located within the ED.  STAT lab studies include: CBC, electrolytes, LFTS, cardiac enzymes, ASA, APAP, and ETOH levels, urine pregnancy, urine toxicology screen, urinalysis and ABG'S.  The turn around time for a CBC is 15 minutes.  The turn around time for serum electrolytes is 30 minutes.  The turn around time for other blood and urine results is 15-60 minutes.  The blood bank is located on the second level of the hospital next to the main laboratory.  This is approximately a two-minute walk from the ED.  The turn around time for type-specific not cross-matched blood is 10 minutes.  The turn around time for fully cross-matched blood is 30 minutes. 0negative emergency release blood is available immediately.



3.  Radiographs for the Emergency Department (ED) are performed within a dedicated ED suite and in the Outpatient Radiology suites that are in close proximity to the ED on the ground floor.  CT scans and some ultrasound studies are performed in the Inpatient Radiology area on the first floor.  Two portable x-ray machines are kept in the ED at all times and one is reserved for trauma care.  An ultrasound machine, purchased for the ED in 1998, is also kept in the ED and is available at all times for emergent ultrasound studies by emergency physicians.  Emergency radiographs can be processed into the Medical Diagnostic Imaging System (MDIS) within the ED and physicians using several terminals located throughout the ED can review all radiographs including archived films.  Portable cross table cervical spine studies performed during trauma resuscitations have a turnaround time of less than 10 minutes.  IVP's are generally initiated in less than 15 minutes and turnaround time for CTs of the head is approximately 30 minutes as well.  Non-emergent radiographs are completed in 30-50 minutes.



4.  At Wilford Hall Medical Center, there is an administrative area located directly above the primary treatment area.  In this administrative area, the associate director has a private office for business and for the counseling of residents.  In addition, each faculty member has an office and in some cases it is shared with one other staff member.  The residents have use of two offices and several other areas.  A standard office is allocated for Chief Resident usage, and an additional office is provided for resident education.  A computer work station with peripheral devices (scanner, digital palette, color printer, laser printer, and digital camera), slide display stand, and desktop copy stand (still photography) are available for resident use.  Additionally, the computers are available for self-guided instruction.  In addition, there is a large conference room (described in the next paragraph) which is used for weekly grand rounds and a small conference room, which is available for morning report.  The residents also have access to lockers and a break area, for use in changing at the beginning and end of shift and to keep food brought for consumption at break times.  A call room for EM Residents is available,



5.  An 850 square foot multi-functional classroom with divider is available directly above the Emergency Department in the Administration area.  This room is used predominately for resident activities.  Daily Morning Report and Grand Rounds presentations are given in this room.  Audiovisual equipment and digital projector are available.  A 150 square foot conference room is available in the ED administrative area for small group discussion and one on one interactions.  A hospital auditorium is available for multidisciplinary conferences and seats 200 people.  Procedure labs are held in the Clinical



Investigations Directorate (adjacent to Wilford Hall Medical Center).  Every 4 weeks procedure labs are conducted in 300 square feet veterinary surgical suites.  These suites are also available for use in research projects.



6.  The Emergency Department currently has one dedicated computer system and access to three other hospital wide computer systems.  The dedicated ED computer system, called EMPRS, is a patient tracking system.  EMPRS functions as the electronic log for the ED, as well as the ED board.  It keeps track of past patient visits, current ED patients, registration information and provides a system for patient discharge.  EMPRS prints discharge information and instruction sheets and interfaces with the hospital pharmacy to expedite the filling of prescriptions.



7.  The other three systems are shared by the entire hospital.  The first is the main hospital computer system called CHCS.  CHCS serves many functions in the hospital, but in the ED primarily provides laboratory results and medication profiles.  Secondly there is a tele-radiology computer system which is used for displaying the images and formal readings from any radiology study done at the hospital.  Lastly computers have access to the hospital-wide intranet as well as the internet.  The intranet provides access to Micromedex, which contains on-line toxicology information in addition to drug references and additional discharge instructions.  The intranet provides access to dictated discharge reports and results from cardiac procedures such as EKGS, treadmills and catheterizations.  The internet access allows ED staff to consult a number of online medical references.  Patient records to including Discharge Summaries, Operative Reports, Medication profiles, and diagnosis are also available on the hospital intranet,



8.  Public access is centralized in the triage area.  Electronic access and an escort are required for entrance to treatment areas.  Wilford Hall Medical Center is located on a closed base, which requires checkpoint ,entry and positive identification.  The security force monitors closed circuit televisions.



DUTIES AND RESPONSIBILITIES OF THE RESIDENTS:



Refer to the Residency Manual for details



THE RELATIONSHIP OF EMERGENCY MEDICINE RESIDENTS WITH OTHER RESIDENTS:



The Emergency Medicine Residents control all patient care within the Emergency Department with the supervision of Emergency Medicine faculty, There are no private patients or patients controlled by other specialties until resuscitation and stabilization are complete or consultation desired.



RESIDENT SUPERVISION, EVALUATION, AND FEEDBACK:



1.  At least one EM staff physician (ABEM/ABOEM certified-prepared) is available 24 hours a day, 356 days per year.



2.  Supervision policies are detailed in the current edition of the SAUSHEC EMPR Residency Guide.  All residents should familiarize themselves with these requirements.



3.  Evaluations will be accomplished as detailed in the current edition of the SAUSHEC EMPR Residency Guide.
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CLINICAL ROTATION SUMMARY



Institution: San Antonio Uniformed Services Health Education Consortium



Rotation: Traumatology and Critical Care, University of Texas Health Science Center at San Antonio (UTHSCSA) Medical Center



Level: EM-2



GOALS:



1.
This is a required four-week rotation in the EM-2 year.  The EM-2 resident will focus on the management and resuscitation of trauma and critically – injured  patients.



2.    The resident will develop a comprehensive understanding of trauma resuscitation.



3.    They will demonstrate the ability to do rapid and complete primary and secondary survey of all trauma patients.



4.    They will demonstrate the ability to manage all aspects of resuscitation care including airway management, intravenous access, control of hemorrhage, and fluid and drug resuscitation.



5.    They will develop the skills necessary to lead the trauma team.



6.    They will learn to interact with Trauma Surgeons and other surgical subspecialties from UTHSCSA.



OBJECTIVES:



1.
To care for a civilian trauma population presenting to a busy urban emergency department with clinical syndromes not routinely seen in the military population.



2.
Develop an organized approach to the assessment, resuscitation, stabilization and provision of definitive care for the injured patient.



3.
Learn use of the diagnostic imaging modalities available for evaluation of the trauma patient.



4.
Develop procedural skills needed in the evaluation and management of the trauma patient.



5.
Learn to recognize immediate life and limb threatening injuries.



6.
Develop the ability to rapidly evaluate, diagnose, stabilize, and disposition critically ill trauma patients.



7.
Learn respiratory, cardiovascular, renal and neurologic physiology and pathophysiology of shock.



8.
Learn the indications and develop the technical skills needed to perform diagnostic and therapeutic interventions in critically ill trauma patients.



9.
Learn the rational use of laboratory, radiographic and other diagnostic tests in the management of critically ill trauma patients. 



10.  Develop the understanding of a Team Concept for trauma care.



MODEL OF CLINICAL PRACTICE OF EM TOPICS



18 (all)



Appendix 1 (airway, blood component, diagnostic, hemodynamic, resuscitation, skeletal, and thoracic techniques)



THE RESOURCES AND FACILITIES:



University Hospital is an academic teaching hospital affiliated with the University of Texas Health Science Center at San Antonio’s School of Medicine.  It is a Level One Trauma Center and is responsible for the care of citizens of Bexar and 22 surrounding counties.  Laboratory, radiography, electrocardiograph, and blood bank services are available in or near the Emergency Department 24 hours a day.  The UTHSCSA School of Medicine Library – with test, periodicals, computer assisted instruction and multimedia capabilities are available to Emergency Medicine residents.  The University Hospital Emergency Center sees approximately 70,000 patients annually.  Approximately 65% of patients admitted to the University Hospital are initially evaluated in the Emergency Department.  Forty-six exam rooms are available for patient care.  



DUTIES AND RESPONSIBILITIES OF THE RESIDENTS



1.
Provide initial resuscitation, stabilization, management and timely disposition of all trauma patients who present to the Emergency Department.



2.
Provide emergency care, manage and treat multiple patients simultaneously.



3.
Provide patients and their families with emotional and sociological support, especially in dealing with the emotional stress of death and severe injury.



4.
Manage and direct mass casualty situations and participate in civilian disaster planning.



5.
Develop teaching abilities applicable to all levels of emergency care personnel, i.e. physicians, medical students, pre-hospital care personnel, hospital personnel, and the public.



6.
Leads and provides direction during morning conferences.



7.
Residents will be provided the opportunity to have decision-making experience with direct staff supervision and oversight.  A treatment plan will be formulated and approved by the  faculty EM physician.  The goal is to develop skills and judgment required to manage critically ill and injured patients.



8.
Each resident will have sufficient opportunity to perform invasive procedures, monitor unstable patients, and direct major resuscitations in accordance within previously identified objectives.



9. Attend, as a priority, emergency medicine Grand Rounds at BAMC/WHMC on Fridays from 0700 – 1200 hours.



10. Attend Trauma M&M weekly on Wednesday from 0900-1000 hours.



11. The residents will be allowed up to one week of ordinary leave, if requested 90 days in advance.



RELATIONSHIP OF EMERGENCY MEDICINE RESIDENTS WITH OTHER RESIDENTS:



The EM resident will work as a member of the trauma resuscitation team under the direct supervision of the EM and trauma service faculty physicians.  General Surgery (GS-2) residents will also rotate on this rotation, also under the direct supervision of the EM and trauma service faculty physiciansGS-2 residents will have similar duties to the EM-2 but will generally not be scheduled simultaneously.  The Emergency Medicine resident will direct and interact with consultants to include the trauma surgery residents and attendings for admission of the patient.



RESIDENT SUPERVISION, EVALUATION, AND FEEDBACK



EM faculty members supervising the Emergency Center will directly supervise Emergency Medicine Residents at University Hospital.  The Department of the Army Form 1970-R (House Staff Evaluation Report) will be completed by the rotation coordinator and returned to the Program Director, Emergency Medicine Residency.  The resident will receive a copy.



OTHER:



This rotation is also available in the EM-3 year as an elective.
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SAUSHEC



EMERGENCY MEDICINE RESIDENCY PROGRAM



LETTER OF UNDERSTANDING between the SAUSHEC Emergency Medicine (EM) Residency Program and the Coronary Care Unit at Brooke Army Medical Center (BAMC) Program Requirements for Residency Education in Emergency Medicine





The Coronary Care Unit at Brooke Army Medical Center agrees to support the SAUSHEC EM Residency Program and to work in a cooperative effort to aid in the training of Emergency Medicine Residents.



a.  The Coronary Care Unit’s Rotation Coordinator has reviewed and agreed to the attached Clinical Rotation Summary for the Surgical Intensive Care Unit for the training of the EM Residents as outlined by the SAUSHEC EM Residency Program Director.  This specifies the Educational Goals and Objectives, a description of the Clinical and Didactic Experiences, what Evaluation Process is utilized and what Feedback Mechanism exists.



b.  Resources and Facilities:  All the learning and hospital resources available to the Coronary Care Unit will be available to the to the Emergency Medicine Resident as outlined in the Clinical Rotation Summary.



c.  The Emergency Medicine Resident will have duties and responsibilities as outlined in the Clinical Rotation Summary in-line with his/her abilities.



d.  The EM Resident will be an integral part of the patient care team commensurate with other rotating residents and service residents and work for the facility of the Coronary Care Unit.



e.  The EM Resident will be under the direct supervision of senior residents, fellows, and staff physicians of the Surgical Intensive Care Unit at all times during the four-week rotation.



____________________________________


_________________________



Rotating Coordinator/Director





(Date)



Coronary Care Unit, BAMC



____________________________________


__________________________



Robert A. De Lorenzo, MD, FACEP 




(Date)
Lieut. Colonel, Medical Corps, U.S. Army 
Director, SAUSHEC Emergency Medicine Residency


Clinical Rotation Summary



Institution: San Antonio Uniformed Services Health Consortium



Rotation: Coronary Care Unit – Brooke Army Medical Center



Level:  EM-1



THE GOALS:



1.
Develop the ability to rapidly evaluate, diagnose, stabilize, and disposition patients with acute cardiovascular illnesses.



2
Learn cardiovascular physiology pertinent to managing patients with cardiovascular illnesses.



3.
Learn the principals of medical instrumentation and hemodynamic monitoring and be able to utilize them in a CCU setting.



4.
Learn the indications and develop the technical skills needed to perform diagnostic and therapeutic interventions in patients with cardiovascular illnesses.



5.
Learn the appropriate use of laboratory, radiographic, and other diagnostic tests in the management of patients with cardiovascular illnesses.



OBJECTIVES:



1.
Learn the anatomy, pathophysiology, presentation, diagnostic evaluations, and management of potentially life-threatening adult illnesses of cardiovascular etiologies, including but not limited to:




a.
unstable angina




b.
myocardial infarction




c.
atypical chest pain of suspected cardiovascular origin




d.
pulmonary edema




e.
new onset CHF




f.
myocarditis




g.
endocarditis




h.
pericarditis




i.
dysrhythmias




j.
pacemaker malfunction



2.
Be familiar with the indications, contraindications, methodology, and complications; and be able to perform (or know how various procedures are performed) including but not limited to the following:




a.
airway procedures including intubation and mechanical ventilation




b.
central venous access




c.
Arterial catheter insertion




d.
Swan-Ganz Catheter insertion




e.
ABG sampling




f.
Vardioversion – chemical – electrical




g.
defibrillation




h.
pacemaker insertion




i.
use of thrombolytics




j.
nuclear medicine scans




k.
indications for Percutaneous Coronary Intervention



3.
Gain knowledge of and be able to intercept laboratory, radiography, EKG’s, rhythm monitoring, and adjunct tests (stress testing, nuclear medicine scans, etc.) used to assess patient status.



4.
Be able to establish a differential diagnosis, evaluate, manage, and consult appropriately for presentations/symptoms including, but not limited to, the following:




a.
chest pain




b.
dyspnea




c.
palpitations




d.
syncope/near syncope



MODEL OF CLINICAL PRACTICE OF EM:



1.3



3.0



Appendix 1 (hemodynamic, resuscitation and thoracic techniques)



RESOURCES/FACILITIES:



DUTIES AND RESPONSIBILITIES:



a.
as assigned by the Department of Cardiology




b.
spend one day out of 7 free of hospital duties




c.
attend EM Grand Rounds, Friday’s, 0700-1200 as a priority.




d.
attend didactic sessions provided by the Department of Cardiology




e.
perform at a level equivalent to a R-1 Internal Medicine Resident



f.
be on-call every fourth night, and be responsible for CCU admissions and CCU in-patient care, and cross-cover MICU patients.



g.
residents will be provided the opportunity to have decision-making experience with direct staff supervision and oversight.  A treatment plan will be formulated and approved by the staff physician or senior resident.  The goal is to develop skills and judgment required to manage critically ill and injured patients.



h.
each resident will have sufficient opportunity to perform invasive procedures, monitor unstable patients, and direct major resuscitations in accordance with previous identified objectives.



i.
Leave is not ordinarily offered on this rotation.



THE RELATIONSHIP OF EMERGENCY MEDICINE RESIDENTS WITH OTHER RESIDENTS:



There will be other residents on the service from Internal Medicine at Brooke Army Medical Center.  Emergency Medicine Resident duties will commensurate with their Internal Medicine colleague.



RESIDENT SUPERVISION, AVLUATION, AND FEEDBACK:



Residents will have direct supervision from the supervising medical director.  The Department of the Army Form 1970-R (House-Staff Evaluation report) or U.S. Air Force Form 494 (Academic/Clinical Evaluation Report) will be completed by the supervising Medical Director and returned to the Emergency Medicine Program Director.  The resident will receive a copy.
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SAUSHEC



EMERGENCY MEDICINE RESIDENCY PROGRAM



LETTER OF UNDERSTANDING between the SAUSHEC Emergency Medicine (EM) Residency Program and the Department of Anesthesia at Brooke Army Medical Center (BAMC) Program Requirements for Residency Education in Emergency Medicine





The Department of Anesthesia at Brooks Army Medical Center agrees to support the SAUSHEC EM Residency Program and to work in a cooperative effort to aid in the training of Emergency Medicine Residents in a PGY 1-3 program.



a.  The Department of Anesthesia Rotation Coordinator has reviewed and agreed to the attached Clinical Rotation Summary for the Surgical Intensive Care Unit for the training of the EM Residents as outlined by the SAUSHEC EM Residency Program Director.  This specifies the Educational Goals and Objectives, a description of the Clinical and Didactic Experiences, what Evaluation Process is utilized and what Feedback Mechanism exists.



b.  Resources and Facilities:  All the learning and hospital resources available to the Department of Anesthesiology will be available to the to the Emergency Medicine Resident as outlined in the Clinical Rotation Summary.



c.  The Emergency Medicine Resident will have duties and responsibilities as outlined in the Clinical Rotation Summary in-line with his/her abilities.



d.  The EM Resident will be an integral part of the patient care team commensurate with other rotating residents and service residents and work for the facility of the Department of Anesthesiology.



e.  The EM Resident will be under the direct supervision of senior residents, fellows, and staff physicians of the Surgical Intensive Care Unit at all times during the four-week rotation.



____________________________________


_________________________



Rotating Coordinator/Director





(Date)



Department of Anesthesiology, BAMC



____________________________________


__________________________



Robert A. DeLorenzo, MD, FACEP 





(Date)
Lieut. Colonel, Medical Corps, U.S. Army 
Director, SAUSHEC Emergency Medicine Residency


CLINICAL ROTATION SUMMARY



Institution: San Antonio Uniformed Services Health Education Consortium



Rotation: Anesthesiology - Wilford Hall Medical Center



Level:  EM-1



GOALS:



1.
Develop airway management skills.



2.
Develop familiarity with pharmacologic agents used in anesthesia.



3.
Learn standard monitoring techniques.



4.
Learn relevant pre-operative historical and physical exam considerations.



5.
Learn principles of pain management.



6.
Demonstrate competence in peripheral, and central vascular access.



OBJECTIVES:



1.
Become familiar with the indications, contraindications, methodology, and complications, and be able to perform airway procedures including, but not limited to the following:






-
Oral Intubation



-
Pulse Oximetry






-
Nasotracheal Intubation


-
Bag-Valve-Mask Ventilation



-
End Tidal/CO2 Monitoring


-
Mechanical Ventilation



-
LMA





-
Bougie



2.
Learn the indications, contraindications, methodology, and complications; and be able to perform hemodynamic procedures including, but not limited to the following:




-
Central Venous Access


-
Arterial Catheter Insertion






-
Peripheral IV Lines



3.
Know the indications for and pharmacology and complications of using various medications employed in anesthesiology including, but not limited to the following:





-
Analgesics




-
Sedatives





-
Opiates





-
Local Anesthetics





-
Neuromuscular Blocking Agents



4.
Be familiar with the indications, contraindications, methods, and complications of common regional blocks including the Bier Block.



5.
Understand the common, age-related changes in airway management.



6.
Be able to determine if a patient has a difficult airway prior to the procedure and be able to manage it.



MODEL OF CLINICAL PRACTICE OF EM TOPICS:



3.4



5.1



16.1 (obstruction)



17.1 (anesthetics and related agents)



Appendix 1 (airway, anesthesia and hemodynamic techniques).



RESOURCES AND FACILITIES:



The Department of Anesthesia provides anesthesia services to Wilford Hall Medical Center - a level one-trauma center with 16 major operating rooms.  Anesthesia is provided for all surgical subspecialties and the following settings: radiology, pediatrics, gastrointestinal clinic, OB/GYN special procedures, surgical and medical intensive care units and critical care aeromedical transport teams.  In addition to the WHMC library, departmental assets include a teaching lab with computer assisted instruction, periodicals, videotapes, and procedural demonstration devices.  A difficult airway and malignant hyperthermia cart are readily available.  Adequate classroom, conference room and office space is available.



DUTIES AND RESPONSIBILITIES OF THE RESIDENTS:



The workday Monday thru Friday is from 0700-1700.  Residents will work a 72-hour week in accordance with the Special Requirements for Residency Training in Emergency Medicine and Anesthesia.



The resident will:



1. 
Review preoperative assessments.



2.
Prepare patients for anesthesia with operative intervention.



3.
Perform procedures under direct supervision of staff or senior residents.



4.
Monitor patient’s daily operative procedures.



5.
Transport patients to the post-anesthesia recovery unit.



6.
Round on their patients daily with the attending.



7.
Be responsible for the routine care of the inpatient service.



8.
Residents will be provided the opportunity to have decision making experience with direct staff supervision and oversight.  A treatment plan will be formulated and approved by the staff physician or senior resident.  The goal is to develop skills and judgment required to manage critically ill and injured patients.



9.
Each resident will have sufficient opportunity to perform invasive procedures, monitor unstable patients, and direct major resuscitations in accordance within previously identified objectives.



10.
Attend EM Grand Rounds on Friday’s, 0700-1200 hours as a priority.



11.
Residents will ordinarily be allowed one week of leave on this rotation.



RELATIONSHIP OF EMERGENCY MEDICINE RESIDENTS WITH OTHER RESIDENTS.



They will function at the same level as a first year anesthesia resident. 



RESIDENT SUPERVISION, EVALUATION, AND FEEDBACK:



There will be direct supervision from the attending staff and/or the senior anesthesia resident.  The Department of the Army Form 1970-R (House Staff Evaluation Report) or US Air Force Form 494 (Academic/Clinical Evaluation Report) will be completed by the rotation coordinator and returned to the Emergency Medicine Program Director.  The resident will receive a copy.
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SAUSHEC



EMERGENCY MEDICINE RESIDENCY PROGRAM



LETTER OF UNDERSTANDING between the SAUSHEC Emergency Medicine (EM) Residency Program and the Division of Emergency Medicine (Community Emergency Medicine), University of Texas Health Science Center at San Antonio (UTHSCSA) in accordance with Program Requirements for Residency Education in Emergency Medicine





The Department of Emergency Medicine at UTHSCSA agrees to support the SAUSHEC EM Residency Program and to work in a cooperative effort to aid in the training of Emergency Medicine Residents in a PGY 1-3 program.



a.  The Department of Emergency Medicine Community Emergency Medicine at UTHSCSA Rotation Coordinator has reviewed and agreed to the attached Clinical Rotation Summary for Community Emergency Medicine for the training of the EM Residents as outlined by the SAUSHEC EM Residency Program Director.  This specifies the Educational Goals and Objectives, a description of the Clinical and Didactic Experiences, what Evaluation Process is utilized and what Feedback Mechanism exists.



b.  Resources and Facilities:  All the learning and hospital resources available to the Division of Emergency Medicine will be available to the to the Emergency Medicine Resident as outlined in the Clinical Rotation Summary.



c.  The Emergency Medicine Resident will have duties and responsibilities as outlined in the Clinical Rotation Summary in-line with his/her abilities.



d.  The EM Resident will be an integral part of the patient care team commensurate with other rotating residents and service residents and work for the attending staff of the Division of Emergency Medicine.



e.  The EM Resident will be under the direct supervision of senior residents, fellows, and staff physicians of the Division of EM, UTHSCSA at all times during the four-week rotation.



____________________________________


_________________________



David Hnatow, MD







(Date)



Rotating Coordinator/Community Emergency Medicine










____________________________________


__________________________



Robert A. De Lorenzo, MD, FACEP 





(Date)
Lieut. Colonel, Medical Corps, U.S. Army 
Director, SAUSHEC Emergency Medicine Residency


CLINICAL ROTATION SUMMARY



Institution: San Antonio Uniformed Services Health Education Consortium



Rotation: Community Medicine, University of Texas Health Science Center at San Antonio (UTHSCSA) Medical Center



Level:  EM-2 and EM-3



GOALS:



1.
This is a required one month rotation in the EM-2 year and is available in the EM-3 year as an elective. The EM-3 resident will focus on the management and resuscitation of trauma and critical care patients as well as the management of less acutely ill emergency department patients.



OBJECTIVES:



1.
To care for a civilian population presenting to a busy urban emergency department with clinical syndromes not routinely seen in the military population.



2.
Develop an organized approach to the assessment, resuscitation, stabilization and provision of definitive care for the critically ill or injured patient.



3.
Learn use of the diagnostic imaging modalities available for evaluation of the critical care patient.



4.
Develop procedural skills needed in the evaluation and management of critical care.



5.
Learn to recognize immediate life and limb threatening injuries.



6.
Develop the ability to rapidly evaluate, diagnose, stabilize, and disposition critically ill patients.



7.
Learn respiratory, cardiovascular, renal and neurologic physiology and pathophysiology of toxins, shock, sepsis, cardiac failure, and respiratory failure.



8.
Learn the indications and develop the technical skills needed to perform diagnostic and therapeutic interventions in critically ill patients.



9. Learn the rational use of laboratory, radiographic and other diagnostic tests in the management of critically ill patients.



MODEL OF CLINICAL PRACTICE OF EM TOPICS



1.0 through 18.0 inclusive



Appendix 1 (airway, anesthesia, blood and component therapy, diagnostic, genital/urinary, head and neck, hemodynamic, resuscitation, skeletal, thoracic and other techniques)



RESOURCES AND FACILITIES:



University Hospital is a 550-bed Level One Trauma Center.  It serves as the major training site for the University of Texas Health Science Center at San Antonio post-graduate medical training programs.  The emergency center is a 25,000 square feet facility with over 50 treatment rooms including 6 resuscitation bays.  The center provides care to approximately 10% (75,000) of all patient visits for the University Health System.  Sixty-five percent of all hospital admissions are generated from the Emergency Center of which approximately requires 30% intensive care beds.  The center is staffed 24 hours a day by 2-3 Emergency Medicine Faculty who provide and oversee the medical care.  The center provides training to over 130 house staff  and 80 medical students a year in addition to a number of physician assistants, international medical professional, emergency medical service personnel, and nursing students.  The Emergency Center serves as the on-line medical control center for the San Antonio Fire Department, and EMS Service.


THE DUTIES AND RESPONSIBILITIES OF THE RESIDENTS



1.
Provide initial resuscitation, stabilization, management and timely disposition of all patients who present to the Emergency Department.



2.
Provide emergency care, manage and treat multiple patients simultaneously.



3.
Provide patients and their families with emotional and sociological support, especially in dealing with the emotional stress of death and severe injury.



4.
Manage and direct mass casualty situations and participate in civilian disaster planning.



5.
Develop teaching abilities applicable to all levels of emergency care personnel, i.e. physicians, medical students, pre-hospital care personnel, hospital personnel, and the public.



6.
Leads and provides direction during morning conferences.



7.
Residents will be provided the opportunity to have decision-making experience with direct staff supervision and oversight.  A treatment plan will be formulated and approved by the staff physician or senior resident.  The goal is to develop skills and judgment required to manage critically ill and injured patients.  Each resident will have sufficient opportunity to perform invasive procedures, monitor unstable patients, and direct major resuscitations in accordance within previously identified objectives.



8.    Attend, as a priority, emergency medicine Grand Rounds at BAMC/WHMC on 



       Fridays from 0700–1200 hours.



9.    One week of leave is ordinarily offered on this rotation.



RELATIONSHIP OF EMERGENCY MEDICINE RESIDENTS WITH OTHER RESIDENTS:



Other residents also rotating on the service include Internal Medicine, Ob-Gyn, Family Medicine Residents from UTHSCSA.  The EM-2 and EM-3 Emergency Medicine residents will supervise and instruct  these  residents in the care of Emergency Medicine patients.  The Emergency Medicine resident will direct and interact with consultants for admission of the patient.



RESIDENT SUPERVISION, EVALUATION, AND FEEDBACK



Emergency Medicine Residents at University Hospital will be directly supervised by faculty members supervising the Emergency Center.  The Department of the Army Form 1970-R (House Staff Evaluation Report) will be completed by the rotation coordinator and returned to the Program Director, Emergency Medicine Residency.  The resident will receive a copy.
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SAUSHEC



EMERGENCY MEDICINE RESIDENCY PROGRAM



LETTER OF UNDERSTANDING between the SAUSHEC Emergency Medicine (EM) Residency Program and the Department of General Surgery at Brooke Army Medical Center (BAMC) Program Requirements for Residency Education in Emergency Medicine





The Department of General Surgery at Brooke Army Medical Center agrees to support the SAUSHEC EM Residency Program and to work in a cooperative effort to aid in the training of Emergency Medicine Residents in a PGY 1-3 program.



a.  The Department of General Surgery Rotation Coordinator has reviewed and agreed to the attached Clinical Rotation Summary for the Surgical Intensive Care Unit for the training of the EM Residents as outlined by the SAUSHEC EM Residency Program Director.  This specifies the Educational Goals and Objectives, a description of the Clinical and Didactic Experiences, what Evaluation Process is utilized and what Feedback Mechanism exists.



b.  Resources and Facilities:  All the learning and hospital resources available to the Department of Surgery will be available to the to the Emergency Medicine Resident as outlined in the Clinical Rotation Summary.



c.  The Emergency Medicine Resident will have duties and responsibilities as outlined in the Clinical Rotation Summary in-line with his/her abilities.



d.  The EM Resident will be an integral part of the patient care team commensurate with other rotating residents and service residents and work for the facility of the Department of Surgery.



e.  The EM Resident will be under the direct supervision of senior residents, fellows, and staff physicians of the Department of Surgery at all times during the four-week rotation.



____________________________________


_________________________



Rotating Coordinator/Director, General Surgery




(Date)



Department of Surgery, BAMC



____________________________________


__________________________



Robert A. De Lorenzo, MD, FACEP 





(Date)
Lieut. Colonel, Medical Corps, U.S. Army 
Director, SAUSHEC Emergency Medicine Residency



Clinical Rotation Summary



Institution:  San Antonio Uniformed Services Health Education Consortium



Rotation:  General Surgery Service – Brooke Army Medical Center



Level:  EM-1



GOALS



  1.  Develop familiarity with common general surgical disorders.



  2.  Develop relevant history and physical exam skills.



  3.  Develop procedural skills relevant to general surgery.



  4.  Develop skill in the over-all assessment of the general surgical patient.



  5.  Learn indications for consultation and surgical intervention in patients with acute abdominal pain.



  6.  Learn the principles of care of the perioperative patient.



  7.  To learn principles of trauma care.



8. To develop an organized approach to the assessment resuscitation stabilization and provision of  definitive care for the trauma victim.



  9.  To learn use of the diagnostic imaging modalities available for evaluation of the trauma victim.



10.  To develop procedural skills necessary in the evaluation and management of the trauma victim.



11.  To learn to recognize and treat immediate life and limb threatening injuries in the trauma victim.



12.  To learn special considerations in the evaluation and management of the pregnant trauma victim.



13.  To learn special considerations in the evaluation and management of the pediatric trauma victim.



14.  To learn special considerations in the evaluation and management of the geriatric trauma victim.



15.  To learn the principles of burn management.



16.  Understand the pathophysiology of wound healing.



17.  Learn effective wound evaluation and management skills.



18.  Learn wound closure techniques appropriate for outpatient traumatic wounds.



19.  Learn appropriate methods for control of pain in patients with traumatic wounds.



20.  Understand quality assurance/risk management issues relating to wound care.



21.  Learn effective documentation skills in patients with traumatic wounds.



22.  Learn appropriate disposition and referral skills.



23. Learn appropriate follow-up techniques and management of the complications of traumatic wounds.



OBJECTIVES



1. Demonstrate ability to perform an appropriate history and physical exam in patients with general surgical disorders, including an appropriate pre-operative evaluation.



2.  Discuss the differential diagnosis of acute abdominal pain and demonstrate ability to evaluate, treat and obtain appropriate consultation.



3.  Demonstrate ability to diagnose and treat common disorders of the breasts.



4.  Demonstrate ability to diagnose and treat common disorders of the anus and rectum.



5.  Demonstrate ability to perform common procedural skills including gastric intubation, tube thoracostomy, placement of central venous lines, wound closure, and abscess incision and drainage.



6.  Demonstrate ability to assist in the operative and perioperative therapy of surgical patients.



7.  Discuss the common fluid and electrolyte disturbances in surgical patients and demonstrate ability to manage patients with these disorders.



8.  Demonstrate appropriate prophylaxis and treatment of surgical infections.



9.  Demonstrate ability to manage pain in surgical patients.



10.  Discuss the role of abdominal imaging in the evaluation of abdominal pain and demonstrate ability to appropriately order and interpret imaging modalities in surgical patients.



11.  Demonstrate ability to rapidly recognize and treat patients with abdominal aortic aneurysm.



12.  Demonstrate ability to manage patients with acute and chronic peripheral vascular insufficiency.



13.  Demonstrate ability to manage patients with soft tissue infections.



14.  Demonstrate ability to diagnose common structural defects of the abdominal wall.



15.  Demonstrate ability to rapidly and thoroughly assess victims of major and minor trauma.



16.  Demonstrate ability to establish priorities in the initial management of victims of life-threatening trauma.



17.  Demonstrate ability to manage fluid resuscitation of trauma victims.



18.  Discuss the continuing care of the trauma victim, including operative, post-operative and rehabilitative phases of care.



19.  Demonstrate ability to perform the following procedures: oral and nasogastric intubation, venous cutdowns, insertion of large bore peripheral and central venous lines, insertion of arterial lines, tube thoracostomy, local wound exploration peritoneal lavage, vessel ligation, repair of simple and complex lacerations, splinting of extremity fractures,  reduction and immobilization of joint dislocations, and extensor tendon repair.



20.  Demonstrate ability to interpret radiographs on trauma patients, including chest, cervical, thoracic and lumbar spine, pelvis and extremity films.



21.  Discuss the importance of mechanism of injury in the evaluation and treatment of the trauma victim.



22.  Demonstrate ability to calculate the Glasgow Coma Score and discuss its role in the evaluation and treatment of head injured patients.



23.  Demonstrate ability to use spine immobilization techniques in trauma victims.



24.  Demonstrate ability to diagnose and manage trauma victims with extremity fractures, dislocations and subluxations.



25.  Demonstrate ability to manage soft tissue injuries including lacerations, avulsions and high-pressure injection injuries.



26.  Discuss the diagnosis and management of compartment syndromes.



27.  Discuss the diagnosis and management of urogenital injuries.



28.  Demonstrate appropriate use of analgesics and sedatives in trauma patients.



29.  Demonstrate appropriate use of antibiotics in trauma patients.



30.  Demonstrate ability to use and interpret imaging modalities in the evaluation of trauma patients.



31.  Discuss factors unique to the evaluation and management of pediatric trauma.



32.  Discuss factors unique to the evaluation and management of geriatric trauma.



33.  Discuss factors unique to the evaluation and management of trauma in pregnancy.



34.  Discuss the evaluation and management of spinal cord injuries.



35.  Demonstrate ability to diagnose and manage tendon injuries.



36.  Demonstrate ability to manage amputation injuries and discuss the potential for re-implantation.



37.  Demonstrate the ability to manage the acutely burned patient including minor and major injuries.



38.  Demonstrate the ability to diagnose and treat smoke inhalation.



39.  Discuss indications and procedures for transfer of an injured patient to a burn center.



40.  Demonstrate the ability to assess and manage facial trauma.



41.  Demonstrate the ability to evaluate and manage anterior neck injuries.



42.  Demonstrate the ability to assess and manage penetrating and blunt chest trauma.



43.  Demonstrate the ability to evaluate and manage blunt and penetrating abdominal trauma.



44.  Demonstrate the ability to diagnose and treat pelvic fractures.



45.  Demonstrate ability to perform appropriate history and physical exams in patients with traumatic wounds.



46.  Demonstrate an understanding of wound pathophysiology, including cellular response, static and dynamic wound tensions, growth factors and tensile strength.



47.  Demonstrate an understanding of the predictors of wound sepsis.



48.  Demonstrate effective wound cleansing skills.



49.  Describe the appropriate use, limitations and potential complications of wound cleansing solutions.



50.  Describe the appropriate use, limitations and potential complications of antimicrobials in the management of traumatic wounds.



51.  Demonstrate an understanding of various imaging modalities in the detection of soft tissue foreign bodies.



52.  Demonstrate appropriate use of universal precautions in wound treatment.



53.  Demonstrate skill in various wound closure techniques including intradermal suture, fascial closure, interrupted skin sutures, running skin sutures, vertical and horizontal mattress sutures, half-buried horizontal mattress sutures, tape closure and use of staples.



54.  Understand the role for delayed wound closure.



55.  Demonstrate the technique of delayed primary closure.



56.  Demonstrate appropriate management of special wound types, including skin ulcers, human bites, animal bites, snakebites, Plantar Puncture wounds, dermal abrasions and tar burns.



57.  Demonstrate skill in the management of complex lacerations.



58.  Demonstrate skill in the provision of analgesia and anesthesia to patients with traumatic wounds;



use of local infiltration, topical administration and conscious sedation.



59.  Demonstrate ability to apply wound dressings.



60. Demonstrate ability to thoroughly document historical and physical exam data relating to wound care.



MODEL OF CLINICAL PRACTICE OF EM TOPICS:



1.2



2.1, 2.4, 2.5, 2.7, and 2.10



6.0



16.2 and 18.8



18.0 (all)



Appendix 1 (diagnostic, hemodynamic, thoracic and other techniques)



    RESOURCES AND FACILITIES:



DUTIES AND RESPONSIBILITIES OF THE RESIDENT:



1. The EM-1 resident will be assigned as a general surgery intern to one of 4 (A, B,C D) teams with responsibilities identical to other general surgery interns, with exception of Friday morning EM Grand Rounds.  The EM-1 may be required to pre-round before grand rounds but will be given appropriate time to travel to grand rounds.  The time needed to travel to GR will be arranged with the team chief but there is no excuse for being late to GR..  The EM-1 will return to the GS service as soon as grand rounds are finished, unless released by the Surgery team chief.  GR is finished at 1200.  Grand rounds location varies block to bock between BAMC and WHMC so times to travel to GR will vary with location.



2. Ward rounds daily with team supervised directly by surgery Chief  Resident. The R-1 is responsible for management of ward patients and is "first call" for wards. Participates as member of trauma team when on-call and participates in evaluation and treatment of emergency surgical problems. Every in-patient has assigned staff with direct line of responsibility and supervision through resident chain.



3. Performance of surgical procedures negotiable. Hernias and minor procedures are available. R-1 would be expected to assist on procedures of greater magnitude. Direct supervision provided by surgery staff. Instruction in basic knot-tying, suturing hemostasis, sterile technique, specimen handling, and wound care provided in the OR and in workshop. 



4. The R-1 sees patients in clinic with surgery staff. An industrious intern can see 10 patients per day. This may seem like a slow pace, but teaching and supervision take additional time. All patient interactions supervised by staff and exams verified by staff.  Emphasis is placed on careful but efficient documentation.



5.  Didactic Instruction:



a.
Two lecture discussions per week directed specifically to interns (Attachment 1). Led by staff with audience of 4 interns and 1-2 medical students. Other residents are not invited. This environment provides an opportunity for interns to guide the discussion and address their learning needs.



b.
Attend other lectures and conferences (Attachment 2).



c.
Staff (teaching) rounds are made weekly.



6.  Resident Evaluations: A written and oral exam will be given to evaluate assimilation of knowledge. See further description (Attachment 2).  The Department of the Army Form 1970-R (House Staff Evaluation Report) will be completed by the rotation coordinator and returned to the EM Program director.  



7.  Work Environment:



a.
The residents assigned to A, B, C teams will generally work 0600 – 1800 on Monday – Friday and take call Friday, Saturday or Sunday.  The D team will work 1800 – 0800 Sunday – Thursday and will have Friday, Saturday off.  The D team may have time to sleep at night but this is not assured.  These are all guidelines and the EM-1 is expected to pre-round if necessary and work until released by the team chief.  EM-1’s are encouraged to call the chief the day before the rotation starts to learn about the team’s patients.



b.
Leaves/absences:  Maximum 1 week of absence per 4 week rotation. Will be granted on first-come, first-served basis as long as leave doesn't coinside with another R-1 leave on service at same time.   Since there are 4 interns on service each month, an R-1 should be able to take leave each month but not necessarily during the requested week. If C4 or other absence occurs during 4-week block, leave is not permitted.



8.  Scheduling Issues:


a.
No EM-1's during June, July or December are acceptable.



b.
Expectations:  The General Surgery Service would expect a full academic-year commitment from EM. This does not mean that a resident would be scheduled every month; however, the agreed upon rotation schedule for the year would be completed barring violation of contract by the General Surgery Service (e.g., excessive call, abuse of residents, failure to deliver lecture or resident illness).  Pulling residents from a general surgery rotation to cover absences in the Emergency Department or changing rotation sequence unilaterally for personal preferences is disruptive to operation of the General Surgery Service and is unacceptable unless other arrangements can be made. The General Surgery program director will work with the EM program director to accommodate changes required by exceptional circumstances.



RELATIONSHIP OF EMERGENCY MEDICINE RESIDENTS WITH OTHER RESIDENTS



Residents from various specialties from multiple institutions rotate on the general surgery service.  The emergency medicine resident will function at the same level as first year surgery residents.
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SAUSHEC



EMERGENCY MEDICINE RESIDENCY PROGRAM



LETTER OF UNDERSTANDING between the SAUSHEC Emergency Medicine (EM) Residency Program and the Department of General Surgery at Wilford Hall Medical Center (WHMC) Program Requirements for Residency Education in Emergency Medicine





The Department of General Surgery at Wilford Hall Medical Center agrees to support the SAUSHEC EM Residency Program and to work in a cooperative effort to aid in the training of Emergency Medicine Residents in a PGY 1-3 program.



a.  The Department of General Surgery Rotation Coordinator has reviewed and agreed to the attached Clinical Rotation Summary for the Surgical Intensive Care Unit for the training of the EM Residents as outlined by the SAUSHEC EM Residency Program Director.  This specifies the Educational Goals and Objectives, a description of the Clinical and Didactic Experiences, what Evaluation Process is utilized and what Feedback Mechanism exists.



b.  Resources and Facilities:  All the learning and hospital resources available to the Department of Surgery will be available to the to the Emergency Medicine Resident as outlined in the Clinical Rotation Summary.



c.  The Emergency Medicine Resident will have duties and responsibilities as outlined in the Clinical Rotation Summary in-line with his/her abilities.



d.  The EM Resident will be an integral part of the patient care team commensurate with other rotating residents and service residents and work for the facility of the Department of General Surgery.



e.  The EM Resident will be under the direct supervision of senior residents, fellows, and staff physicians of the Department of Surgery at all times during the four-week rotation.



This rotation is under the direct control and supervision of the SAUSHEC EMRP and according to the ACGME Common Program Requirements and does not require a formal signed Letter of Understanding.



____________________________________


_________________________



Rotating Coordinator/Director, General Surgery






(Date)



Department of General Surgery, WHMC



____________________________________


__________________________



Robert A. De Lorenzo, MD, FACEP 





(Date)
Lieut. Colonel, Medical Corps, U.S. Army 
Director, SAUSHEC Emergency Medicine Residency



Clinical Rotation Summary



Institution:  San Antonio Uniformed Services Health Education Consortium



Rotation:  General Surgery Service – Wilford Hall Medical Center



Level:  EM-1



EM-1 Rotation



GOALS



  1.  Develop familiarity with common general surgical disorders.



  2.  Develop relevant history and physical exam skills.



  3.  Develop procedural skills relevant to general surgery.



  4.  Develop skill in the over-all assessment of the general surgical patient.



  5.  Learn the indications for consultation and surgical intervention in patients with acute abdominal pain.



  6.  Learn the principles of peri-operative patient care.



  7.  Learn the principles of trauma care.



8. Develop an organized approach to the assessment, resuscitation, stabilization, and definitive care for the trauma victim.



  9.  Learn to use the diagnostic imaging modalities available for evaluation of the trauma victim.



10.  Develop the procedural skills necessary in the evaluation and management of the trauma victim.



11.  Learn to recognize and treat immediate life and limb threatening injuries in the trauma victim.



12.  Learn special considerations in the evaluation and management of the pregnant trauma victim.



13.  Learn special considerations in the evaluation and management of the pediatric trauma victim.



14.  Learn special considerations in the evaluation and management of the geriatric trauma victim.



15.  Learn the principles of burn management.



16.  Understand the pathophysiology of wound healing.



17.  Learn effective wound evaluation and management skills.



18.  Learn wound closure techniques appropriate for outpatient traumatic wounds.



19.  Learn appropriate methods for control of pain in patients with traumatic wounds.



20.  Understand quality assurance/risk management issues relating to wound care.



21.  Learn effective documentation skills in patients with traumatic wounds.



22.  Learn appropriate disposition and referral skills.



23. Learn appropriate follow-up techniques and management of the complications of traumatic wounds.



OBJECTIVES



1. Demonstrate the ability to perform an appropriate history and physical exam in patients with general surgical disorders, including an appropriate pre-operative evaluation.



2.  Discuss the differential diagnosis of acute abdominal pain and demonstrate ability to evaluate, treat and obtain appropriate consultation.



3.  Demonstrate the ability to diagnose and treat common disorders of the breasts.



4.  Demonstrate the ability to diagnose and treat common disorders of the anus and rectum.



5.  Demonstrate the ability to perform common procedural skills including gastric intubation, tube thoracostomy, placement of central venous lines, wound closure, and abscess incision and drainage.



6.  Demonstrate the ability to assist in the operative and perioperative therapy of surgical patients.



7.  Discuss the common fluid and electrolyte disturbances in surgical patients and demonstrate ability to manage patients with these disorders.



8.  Demonstrate the appropriate prophylaxis and treatment of surgical infections.



9.  Demonstrate the ability to manage pain in surgical patients.



10.  Discuss the role of abdominal imaging in the evaluation of abdominal pain and demonstrate ability to appropriately order and interpret imaging modalities in surgical patients.



11.  Demonstrate the ability to rapidly recognize and treat patients with abdominal aortic aneurysm.



12.  Demonstrate the ability to manage patients with acute and chronic peripheral vascular insufficiency.



13.  Demonstrate the ability to manage patients with soft tissue infections.



14.  Demonstrate the ability to diagnose common structural defects of the abdominal wall.



15.  Demonstrate the ability to rapidly and thoroughly assess victims of major and minor trauma.



16.  Demonstrate the ability to establish priorities in the initial management of victims of life-threatening trauma.



17.  Demonstrate the ability to manage fluid resuscitation of trauma victims.



18.  Discuss the continuing care of the trauma victim, including operative, post-operative and rehabilitative phases of care.



19.  Demonstrate the ability to perform the following procedures: oral and nasogastric intubation, venous cutdowns, insertion of large bore peripheral and central venous lines, insertion of arterial lines, tube thoracostomy, local wound exploration peritoneal lavage, vessel ligation, repair of simple and complex lacerations, splinting of extremity fractures, reduction and immobilization of joint dislocations, and extensor tendon repair.



20.  Demonstrate the ability to interpret radiographs on trauma patients, including chest, cervical, thoracic and lumbar spine, pelvis and extremity films.



21.  Discuss the importance of mechanism of injury in the evaluation and treatment of the trauma victim.



22.  Demonstrate the ability to calculate the Glasgow Coma Score and discuss its role in the evaluation and treatment of head injured patients.



23.  Demonstrate the ability to use spine immobilization techniques in trauma victims.



24.  Demonstrate the ability to diagnose and manage trauma victims with extremity fractures, dislocations and subluxations.



25.  Demonstrate the ability to manage soft tissue injuries including lacerations, avulsions and high-pressure injection injuries.



26.  Discuss the diagnosis and management of compartment syndromes.



27.  Discuss the diagnosis and management of urogenital injuries.



28.  Demonstrate appropriate use of analgesics and sedatives in trauma patients.



29.  Demonstrate appropriate use of antibiotics in trauma patients.



30.  Demonstrate the ability to use and interpret imaging modalities in the evaluation of trauma patients.



31.  Discuss factors unique to the evaluation and management of pediatric trauma.



32.  Discuss factors unique to the evaluation and management of geriatric trauma.



33.  Discuss factors unique to the evaluation and management of trauma in pregnancy.



34.  Discuss the evaluation and management of spinal cord injuries.



35.  Demonstrate the ability to diagnose and manage tendon injuries.



36.  Demonstrate the ability to manage amputation injuries and discuss the potential for re-implantation.



37.  Demonstrate the ability to manage the acutely burned patient including minor and major injuries.



38.  Demonstrate the ability to diagnose and treat smoke inhalation.



39.  Discuss the indications and procedures for transfer of an injured patient to a burn center.



40.  Demonstrate the ability to assess and manage facial trauma.



41.  Demonstrate the ability to evaluate and manage anterior neck injuries.



42.  Demonstrate the ability to assess and manage penetrating and blunt chest trauma.



43.  Demonstrate the ability to evaluate and manage blunt and penetrating abdominal trauma.



44.  Demonstrate the ability to diagnose and treat pelvic fractures.



45.  Demonstrate the ability to perform appropriate history and physical exams in patients with traumatic wounds.



46.  Demonstrate an understanding of wound pathophysiology, including cellular response, static and dynamic wound tensions, growth factors and tensile strength.



47.  Demonstrate an understanding of the predictors of wound sepsis.



48.  Demonstrate effective wound cleansing skills.



49.  Describe the appropriate use, limitations and potential complications of wound cleansing solutions.



50.  Describe the appropriate use, limitations and potential complications of antimicrobials in the management of traumatic wounds.



51.  Demonstrate an understanding of various imaging modalities in the detection of soft tissue foreign bodies.



52.  Demonstrate appropriate use of universal precautions in wound treatment.



53.  Demonstrate skill in various wound closure techniques including intradermal suture, fascial closure, interrupted skin sutures, running skin sutures, vertical and horizontal mattress sutures, half-buried horizontal mattress sutures, tape closure and use of staples.



54.  Understand the role for delayed wound closure.



55.  Demonstrate the technique of delayed primary closure.



56.  Demonstrate appropriate management of special wound types, including skin ulcers, human bites, animal bites, snake bites, Plantar Puncture wounds, dermal abrasions and tar burns.



57.  Demonstrate skill in the management of complex lacerations.



58.  Demonstrate skill in the provision of analgesia and anesthesia to patients with traumatic wounds; including the use of local infiltration, topical administration and conscious sedation.



59.  Demonstrate the ability to apply wound dressings.



60.  Demonstrate the ability to thoroughly document historical and physical exam data relating to wound care.



MODEL OF CLINICAL PRACTICE OF EM TOPICS:



1.2



2.1, 2.4, 2.5, 2.7, 2.10



6.0



16.2 AND 16.8



18.0 (all)



Appendix 1 (diagnostic, hemodynamic, thoracic and other techniques)



RESOURCES AND FACILITIES:



DUTIES AND RESPONSIBILITIES:



1. The EM-1 resident will be assigned as a general surgery intern with duties identical to other general surgery interns, with exception of Friday morning EM Grand Rounds.  The EM-1 will be required to pre-round before grand rounds but will be given appropriate time to travel to grand rounds.  The time needed to travel to GR will be arranged with the team chief but there is no excuse for being late to EM Grand Rounds.  The EM-1 will return to the GS service as soon as the grand rounds conference concludes.  Grand Rounds starts at 0700 and finishes at 1200.  When Grand Rounds is at WHMC the EM-1 will be dismissed from GS duties at 0650 and will be expected to return by 1210.  When Grand Rounds is at BAMC, the EM-1 will be excused from GS duties at 0620 and will be expected to return by 1240 (pre-rounding must be accomplished if the GS chief resident desires).



2. Ward rounds daily with the team supervised directly by the surgery Chief Resident. The EM-1 is responsible for the management of ward patients and is "first call" for wards. Participates as member of trauma team when on-call and participates in evaluation and treatment of emergency surgical problems. Every in-patient has assigned staff with direct line of responsibility and supervision through resident chain.



3. Performance of OR surgical procedures is negotiable. Hernias and minor procedures are available. The EM-1 would be expected to assist on procedures of greater magnitude. Direct supervision will be provided by the surgery staff.  Instruction in basic knot-tying, suturing, sterile technique, specimen handling, and wound care provided in the OR and in workshop. 



4. The EM-1 sees patients in clinic with surgery staff. An industrious intern can see 10 patients per day. This may seem like a slow pace, but teaching and supervision take additional time. All patient interactions supervised by staff and exams verified by staff.  Emphasis is placed on careful but efficient documentation.



Didactic Instruction:



The EM-1 will be required to participate in twice weekly staff rounds (determined by Trauma/Gold Team Staff) and in all conferences.  Grand Rounds and M & M are held at UTHSCSA every Monday morning (exceptions are WHMC official holidays).  These conferences run from 0630 until 0930.  They are in room 209L.  Attendance at this conference is mandatory unless the resident is on call on Sunday in which case the resident will remain at WHMC with their team and continue cross-covering the services.



Resident Evaluations:   The Department of the Army Form 1970-R (House Staff Evaluation Report) will be completed by the rotation coordinator and returned to the EM Program director.



Work Environment:



1. The residents are assigned to a general surgery team and will be expected to perform as a general surgery intern.  The work hours are approximately 80 hours per week.  The EM resident will be given an average of one day off in seven free of clinical duties (this may be every other weekend off or one day every seven off depending on manning).  This day will not routinely fall on Friday (GR day) as this is not free from academic duties.  Guidelines in this area are if interns from other services have one day off in a given block on a Friday then it is acceptable that the EM interns also have one Friday as a day off in this block.  These are all guidelines and the EM-1 is expected to pre-round if necessary and work until released by the team chief.  EM-1’s are encouraged to call the chief the day before the rotation starts to learn about the teams patients.



2. Leaves/absences:  Maximum 1 week of absence per 4 week rotation. Will be granted on first-come, first-served basis as long as leave doesn't coincide with another R-1 leave on the service at the same time.  If C4 or other absence occurs during 4-week block, leave is not permitted.  Since this is the only surgical rotation the EM-1’s do, it is encouraged that they not take vacation on this rotation; however, it is allowed.  Vacations are apportioned evenly among the general surgery services throughout the program based on the number of residents assigned to the service.  Interns are routinely allowed two weeks of vacation per year.  Each service that sends residents to general surgery is granted an equivalent number of vacations based upon the man-years contributed to surgery.  Since the ER residency contributes roughly one half man year of residents, typically only one EM-1 would be allowed vacation.  Two EM-1’s,  however, will be allowed vacation.



Scheduling Issues:



1. No EM 1's during June, July or December are acceptable.



2. Expectations:  The General Surgery Service would expect a full academic-year commitment from EM. This does not mean that a resident would be scheduled every month; however, the agreed upon rotation schedule for the year would be completed barring violation of contract by the General Surgery Service (e.g., excessive call, abuse of residents, failure to deliver lecture or resident illness).  Pulling residents from a general surgery rotation to cover absences in the Emergency Department or changing rotation sequence unilaterally for personal preferences is disruptive to operation of the General Surgery Service and is unacceptable unless other arrangements can be made. The General Surgery program director will work with the EM program director to accommodate changes required by exceptional circumstances.



RELATIONSHIP OF EMERGENCY MEDICINE RESIDENTS WITH OTHER RESIDENTS:



Residents from various specialties from multiple institutions rotate on the general surgery service.  The emergency medicine resident will function at the same level as first year surgery residents.
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SAUSHEC



EMERGENCY MEDICINE RESIDENCY PROGRAM



LETTER OF UNDERSTANDING between the SAUSHEC Emergency Medicine (EM) Residency Program and the Medical Intensive Care Unit at Wilford Hall Medical Center in accordance with the Program Requirements for Residency Education in Emergency Medicine





The Medical Intensive Care Unit at WHMC agrees to support the SAUSHEC EM Residency Program and to work in a cooperative effort to aid in the training of Emergency Medicine Residents in a 



PGY 1-3 program.



a.  The Medical Intensive Care Unit Rotation Coordinator has reviewed and agreed to the attached Clinical Rotation Summary for the Medical Intensive Care Unit for the training of the EM Residents as outlined by the SAUSHEC EM Residency Program Director.  This specifies the Educational Goals and Objectives, a description of the Clinical and Didactic Experiences, what Evaluation Process is utilized and what Feedback Mechanism exists.



b.  Resources and Facilities:  All the learning and hospital resources available to the Medical Intensive Care Unit will be available to the to the Emergency Medicine Resident as outlined in the Clinical Rotation Summary.



c.  The Emergency Medicine Resident will have duties and responsibilities as outlined in the Clinical Rotation Summary in-line with his/her abilities.  



d.  The EM Resident will be an integral part of the patient care team commensurate with other rotating residents and service residents and work for the facility of the Medical Intensive Care Unit.



e.  The EM Resident will be under the direct supervision of senior residents, fellows, and staff physicians of the Division of Emergency Medicine at all times during the four-week rotation.



____________________________________


_________________________



Stephen Derdak







(Date)



COL, USAF, MC



ICU/Fellowship Director, WHMC



____________________________________


__________________________



Robert A. De Lorenzo, MD, FACEP 





(Date)
Lieut. Colonel, Medical Corps, U.S. Army 
Director, SAUSHEC Emergency Medicine Residency



CLINICAL ROTATION SUMMARY



Institution:  San Antonio Uniformed Services Health Education Consortium



Rotation:  Medical Intensive Care Unit - Brooke Army Medical Center



Level:  EM-1



GOALS



1.
Develop the ability to rapidly evaluate, diagnose, stabilize, and disposition critically ill patients.



2.
Learn respiratory, cardiovascular, renal and neurologic physiology and pathophysiology of trauma, toxins, shock, sepsis, cardiac failure, and respiratory failure which affect critically ill patients.



3.
Learn the principles of medical instrumentation and hemodynamic monitoring and be able to utilize them in the care of critically ill patients.



4.
Learn the indications and develop the technical skills needed to perform diagnostic and therapeutic interventions in critically ill patients.



5.
Learn the rational use of laboratory, radiographic and other diagnostic tests in the management of critically ill patients.



OBJECTIVES:



1.
Learn the anatomy, pathophysiology, presentations, diagnostic evaluations, and management of life-threatening adult illnesses of pulmonary and major medical etiologies including, but not limited to the following:




a.
Pulmonary Embolism



k. Severe Pneumonia




b.
COPD





l. Altered Mental Status




c.
Asthma





m. Toxic Inhalations




d.
Non-Cardiogenic Pulmonary Edema

n. Gastrointestinal Bleeding




e.
Sepsis





o.  Meningitis




f.
Shock of Non-Cardiac Etiologies

p. Hypertensive Emergencies




g.
Airway Obstructions



q. Severe Liver or Renal Failure




h.
DKA






r. Encephalopathies




i.
Neutropenic Febrile Patients


s. Stroke Syndromes




j.
Seizures



2.
Be familiar with the indications, contraindications, methodology, and complications; and be able to perform various procedures including, but not limited to the following:




a.
Airway Procedures Including


c. Arterial Catheter Insertion





Intubation and Mechanical


d. Swan-Ganz Catheter Insertion





Ventilation




e. Arterial Blood Gas Sampling




b.
Central Venous access



f. Defibrillation/Cardioversion



3.
Gain knowledge of and be able to interpret laboratory, radiography, EKG’s, and rhythm monitoring used to assess patient status.



4.
Be able to establish a differential diagnosis, evaluate, manage, and consult appropriately for presentations/symptoms including, but not limited to the following




a.
Altered Mental Status



h. Apnea




b.
Burns





i. Coma




c.
Poisoning





j. Tetany




d.
Paralysis





k. Seizures




e.
Stridor





l. Wheezing




f.
Hematemesis




m. Hematochezia




g.
Melena



MODEL OF CLINICAL PRACTICE OF EM TOPICS:



2.2 – 2.9



3.0 (all)



4.0 (all)



5.0 (all)



6.0 (all)



7.0 (all)



8.0 (all)



9.0 (all)



10.0 (all)



11.0 (all)



12.0 (all)



13.0 (all)



14.0 (all)



15.0 (all)



16.0 (all)



17.0 (all)



Appendix 1 (airway, diagnostic, hemodynamic, resuscitation and thoracic techniques)



RESOURCES AND FACILITIES



There are10 beds in the MICU with overflow to 30 additional beds.



There are 8 Critical Care boarded staff.  Daily teaching rounds with articles provided.



DUTIES AND RESPONSIBILITIES OF THE RESIDENTS:



The hours are Monday through Friday from 0730-1645.  Residents will work an 80-hour week in accordance with the ACGME requirements.  Rounds occur every weekday with the attending faculty.



The residents will:



1.
Perform appropriate H&P’s, daily notes, and orders.



2.
Serving as the primary procedure resident, while under supervision, perform procedures including central lines, Swan-Ganz catheter insertion, cardiac pacemaker placement, arterial line insertion, and advanced airway care.



3.
Be on-call every fourth night, and be responsible for ICU admissions and ICU in-patient care.



4.
Attending Emergency Medicine Grand Rounds Friday mornings from 0700-1200 as 





a priority.



5.
Attend Department of Medicine morning report and any Department of Medicine Grand Rounds.



6.
Attend critical care lectures presented by the Internal Medicine staff at least two hours per week.



7.
Spend 1 day out of 7 free from hospital duties.



8.
Residents will be provided the opportunity to have decision-making experience with direct staff supervision and oversight.  A treatment plan will be formulated and approved by the staff physician or senior resident.  The goal is to develop skills and judgment required to manage critically ill and injured patients.



9.
Each resident will have sufficient opportunity to perform invasive procedures, monitor unstable patients, and direct major resuscitations in accordance within previously identified objectives.



10.  Leave will not ordinarily be offered on this rotation.



RELATIONSHIP OF EMERGENCY MEDICINE RESIDENTS WITH OTHER RESIDENTS:



There will be other residents on the service ranging from internal medicine and emergency medicine from other facilities and the EM-1 will function at the level of an intern.



RESIDENT SUPERVISION, EVALUATION, AND FEEDBACK:



The resident will have direct supervision from one internal Medicine faculty at a time.  The Department of the Army Form 1970-R (House Staff Evaluation Report) or US Air Force Form 494 (Academic/Clinical Evaluation Report) will be completed by the supervising ICU Attending Physician and returned to the Emergency Medicine Program Director.  The resident will receive a copy.
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SAUSHEC



EMERGENCY MEDICINE RESIDENCY PROGRAM



LETTER OF UNDERSTANDING between the SAUSHEC Emergency Medicine (EM) Residency Program and the Pediatric Intensive Care Unit at Christus Santa Rosa Hospital in accordance with the Program Requirements for Residency Education in Emergency Medicine





The Pediatric Intensive Care Unit at Christus Santa Rosa Hospital agrees to support the SAUSHEC EM Residency Program and to work in a cooperative effort to aid in the training of Emergency Medicine Residents in a PGY 1-3 program.



a.  The NYPCC Rotation Coordinator has reviewed and agreed to the attached Clinical Rotation Summary for The Pediatric Intensive Care Unit at Christus Santa Rosa Hospital for the training of the EM Residents as outlined by the SAUSHEC EM Residency Program Director.  This specifies the Educational Goals and Objectives, a description of the Clinical and Didactic Experiences, what Evaluation Process is utilized and what Feedback Mechanism exists.



b.  Resources and Facilities:  All the learning and hospital resources available to the Pediatric Intensive Care Unit at The Christus Santa Rosa Hospital will be available to the to the Emergency Medicine Resident as outlined in the Clinical Rotation Summary.



c.  The Emergency Medicine Resident will have duties and responsibilities as outlined in the Clinical Rotation Summary in-line with his/her abilities.  Residents will be allowed vacation time on the clinical rotation within the guidelines created by the Office of Graduate Medical Education and the SAUSHEC Emergency Medicine Residency.



d.  The EM Resident will be an integral part of the patient care team commensurate with other rotating residents and service residents and work for the facility of The Pediatric Intensive Care Unit at Christus Santa Rosa Hospital.



e.  The EM Resident will be under the direct supervision of fellows, and staff physicians of The Pediatric Intensive Care Unit at Christus Santa Rosa Hospital at all times during the four-week rotation.



____________________________________


_________________________










(Date)



Rotating Coordinator/Director





      



Pediatric Intensive Care Unit, Santa Rosa



____________________________________


__________________________



Robert A. De Lorenzo, MD, FACEP 






(Date)
Lieut. Colonel, Medical Corps, U.S. Army 
Director, SAUSHEC Emergency Medicine Residency



CLINICAL ROTATION SUMMARY



Institution:  San Antonio Uniformed Services Health Education Consortium



Rotation:  Pediatric ICU Christus Santa Rosa Hospital



Level:  EM-2



GOALS



1.
Develop the ability to rapidly evaluate, diagnose, stabilize, and disposition critically ill pediatric patients.



2.
Learn respiratory, cardiovascular, renal and neurologic physiology and pathophysiology of trauma, toxins, shock, sepsis, cardiac failure, and respiratory failure which affect critically ill pediatric patients.



3.
Learn the principles of medical instrumentation and hemodynamic monitoring and be able to utilize them in the care of critically ill pediatric patients.



4.
Learn the indications and develop the technical skills needed to perform diagnostic and therapeutic interventions in critically ill pediatric patients.



5.
Learn the rational use of laboratory, radiographic and other diagnostic tests in the management of critically ill pediatric patients.



THE OBJECTIVES:



1.
Be familiar with the pathophysiology, presentations, diagnostic evaluations, and management for life-threatening pediatric illnesses including, but not limited to, the following:




a.
Sepsis
e.
Respiratory Failure
i.
 Respiratory Distress




b.
Meningitis
f.
Shock
j.

Dysrhythmias




c.
DKA
g.   Acute Leukemias
k.
Seizures




d.
Shunt Infections
h.   Epiglottitis
l.-
Airway Obstructions



2.
Learn the indications, contraindications, methodology, and complications, and be able to perform various skills and procedures including, but not limited to the following:




a.
Airway techniques including intubation, rapid sequence induction, and ventilation techniques of children.




b.
Diagnostic procedures including lumbar puncture, suprapubic catheterizations, and thoracentesis




c.
Central venous access techniques including intraosseous infusion, venous cut downs, and central percutaneous lines




d.
Cardioversion




e.
Tube thoracostomy



3.
Be capable of providing aggressive fluid management for shock.



4.
Provide aggressive airway control as appropriate.



5.
Be able to establish a differential diagnosis, evaluate, manage, and consult appropriately for presentations/symptoms including, but not limited to the following:




a.
Altered Mental Status
j.
Apnea




b.
Burns
k.
Cardiac Arrest




c.
Coma
l.

Crying/Fussy




d.
Cyanosis
m.
Failure to Thrive




e.
Shock
n.
Tetany




f.
Paralysis
o.
Seizures




g.
Stridor
p.
Wheezing




h.
Hematemesis
q.
Hematchezia




i.
Melena



MODEL OF CLINICAL PRACTICE OF EM TOPICS:



2.2 – 2.9



3.0 (all)



4.0 (all)



5.0 (all)



6.0 (all)



7.0 (all)



8.0 (all)



9.0 (all)



10.0 (all)



11.0 (all)



12.0 (all)



13.0 (all)



14.0 (all)



15.0 (all)



16.0 (all)



17.0 (all)



Appendix 1 (airway, diagnostic, hemodynamic, resuscitation and thoracic techniques)



RESOURCES AND FACILITIES



There are _____ PICU beds and an additional _____ pediatric ward/step-down beds.  There are _____pediatric intensivists on staff.  Annual census is approximately_______.  CSR serves as the regional pediatric hospital.



DUTIES AND RESPONSIBILITIES OF THE RESIDENTS:



Residents will work on a rotating shift schedule covering days, evenings and nights.  Residents will work a maximum 72-hour that is in compliance with the ACGME work hour guidelines..



The residents will:



1.
Perform appropriate H & P’s, daily notes, and orders.



2.
Round on patients daily with the attending faculty intensivist.



3.
While under supervision, serving as the primary procedure resident, perform procedures including advanced airway, central venous access, and resuscitation of severely ill children.



4.
Have at least 1 day out of 7 free from hospital duties.



The residents will attend:



1.
Pediatric Core Curriculum Lectures each week



2.
Attend SAUSHEC Emergency Medicine Grand Rounds on Friday mornings as a priority and will resume their Pediatric responsibilities by 1300 that day.



THE RELATIONSHIP OF EMERGENCY MEDICINE RESIDENTS WITH OTHER RESIDENTS:



Residents will function at the same level as a junior pediatric resident.  Emergency Medicine residents will provide lectures and academic teaching to more junior residents.



RESIDENT SUPERVISION, EVALUATION, AND FEEDBACK:



Residents will have direct supervision from a pediatric senior resident and the critical care staff physicians.  The Department of the Army Form 1970-R (House Staff Evaluation Report) or US Air Force Form 494 (Academic/Clinical Evaluation Report) will be completed by the PICU attending physician or rotation coordinator and returned to the Emergency Medicine Program Director.  The resident will receive a copy.



OTHER



See attached CSR guidelines for house staff PICU guide.







cover-SICUBAMC.doc

SAUSHEC



EMERGENCY MEDICINE RESIDENCY PROGRAM



LETTER OF UNDERSTANDING between the SAUSHEC Emergency Medicine (EM) Residency Program and the Surgical Intensive Care Unit at Brooke Army Medical Center (BAMC) in accordance with Program Requirements for Residency Education in Emergency Medicine





The Surgical Intensive Care Unit at BAMC agrees to support the SAUSHEC EM Residency Program and to work in a cooperative effort to aid in the training of Emergency Medicine Residents in a PGY 1-3 program.



a.  The Surgical Intensive Care Unit’s Rotation Coordinator/Director has reviewed and agreed to the attached Clinical Rotation Summary for the Surgical Intensive Care Unit’s for the training of the EM Residents as outlined by the SAUSHEC EM Residency Program Director.  This specifies the Educational Goals and Objectives, a description of the Clinical and Didactic Experiences, what Evaluation Process is utilized and what Feedback Mechanism exists.



b.  Resources and Facilities:  All the learning and hospital resources available to the Surgical Intensive Care Unit will be available to the to the Emergency Medicine Resident as outlined in the Clinical Rotation Summary.



c.  The Emergency Medicine Resident will have duties and responsibilities as outlined in the Clinical Rotation Summary in-line with his/her abilities.



d.  The EM Resident will be an integral part of the patient care team commensurate with other rotating residents and service residents and work for the facility of the Surgical Intensive Care Unit.



e.  The EM Resident will be under the direct supervision of senior residents, fellows, and staff physicians of the Surgical Intensive Care Unit at all times during the four-week rotation.



____________________________________


_________________________



Rotating Coordinator/Director





(Date)



Surgical Intensive Care Unit, WHMC



____________________________________


__________________________



Robert A. De Lorenzo, MD, FACEP 




(Date)
Lieut. Colonel, Medical Corps, U.S. Army 
Director, SAUSHEC Emergency Medicine Residency


Clinical Rotation Summary



Institution: San Antonio Uniformed Services Health Consortium



Rotation: Surgical ICU – Brooke Army Medical Center



Level:  EM-2



THE GOALS:



1. Develop the ability to rapidly evaluate, diagnose, stabilize and disposition critically ill patients.



2. Develop expertise in the intensive care management of critically injured, surgical, and postoperative patients, to include fluid and electrolytes, blood products usage, pressor support, total parenteral nutrition, wound care, tube throacostomy care and removal, ventilator management and weaning techniques, drains, and antibiotic use.



3. Learn the principles of medical instrumentation and hemodynamic monitoring, and be able to utilize them in the care of the critically ill.



4. Learn the pulmonary, cardiovascular, renal and neurologic physiology and pathophysiology; specifically how they relate to the critically ill/injured patient with trauma, sepsis, shock, cardiac failure, and respiratory failure.



5. Learn and demonstrate the technical skill needed to perform diagnostic therapeutic interventions in critically ill patients.



6. Learn the rational use and proper interpretation of radiologic, laboratory and other diagnostic tests in the management of critically ill patients.



OBJECTIVES:



1. Learn the anatomy, pathophysiology, presentations, diagnostic evaluations and management of life threatening adult traumatic injuries and surgical crises as listed below.  The following etiologies include but are not limited to:



a. Head and Spinal Cord Trauma/Post-Operative Neurosurgical Cases.



b. Blunt and Penetrating Chest Trauma (pneumo/hemothorax, cardiac tamponade, aortic rupture, flail chest, diaphragmatic injuries, pulmonary/cardiac contusions, esophageal rupture.)



c. Acute Abdomen (intestinal obstruction, AAA, mesenteric ischemia, pancreatitis, diverticulitis, and other acute infectious or life threatening etiologies.)



d. Blunt/Penetrating solid/hollow viscus injury.



e. Gastrointestinal Bleeding of various etiologies.



f. Post-Operative Care of Surgical Specialty patients (Orthopedics/Urology/Plastics/Vascular/Cardiothracic, etc…)



g. Burn Care and Management.



2. Learn the indications, contraindications, methodology and complications and be able to perform various procedures including but not limited to the following:



a.  Central Venous Access Techniques



b. Swan-Ganz Catheter Insertion



c. Cardiac Pacing via all routes



d. Cardioversion/Defibrilation



e. Arterial Blood Gas Samplin



f. Airway Techniques, including intubation, surgical airways and mechanical ventilation



e.  Arterial Catheter Insertion



MODEL OF CLINICAL PRACTICE OF EM TOPICS



2.4 – 2.10



5.1



12.11



18 (all)



Appendix 1 (airway, hemodynamic, resuscitation, and thoracic techniques)



RESOURCES AND FACILITIES



Twenty bed Surgical Intensive care Unit , located on the second floor of Brooke Army Medical Center.  Call room is provided with desk, small refrigerator and sleep beds.  Showers and lockers available on both 2N and 2S.  There is immediate access to the Operating rooms and Anesthesia department. Attending offices and Fellow’s office located in the SICU area.



DUTIES AND RESPONSIBILITES OF THE RESIDENTS:



The hours Monday – Friday are from 0700-1700.  Rounds with the faculty occur seven days a week in the mornings:  Residents will



1. Perform appropriate H&P’s and write daily progress notes and orders.



2. Round on their patients typically twice daily,  with the attending staff or Fellow



3. While under supervision, perform procedures including central lines, Swan-ganz catheter insertions, intubations or other invasive procedures felt to be appropriate by the fellow or attending.



4. Do in house call every fourth night covering admissions and inpatient care for the SICU only.



5. Spend 1 day in 7 free of hospital duties.



6. Present an appropriate lecture during Friday didactic sessions.



7. Residents will be provided the opportunity to have decision making experience with direct staff supervision and oversight. A treatment plan will be formulated and approved by the staff physician or senior resident.  The goal is to develop skills and judgement required to manage critically ill and injured patients.



8. Each resident will have sufficient opportunity to perform invasive procedures, monitor unstable patients, and direct major resuscitations in accordance with previously identified objectives.



9. Leave is not offered on this rotation.



The residents will attend:



1. Teaching rounds and didactic sessions Monday – Thursday mornings.



2. Emergency Medicine Grand Rounds every Friday from 0700-1200 as a priority.  This does not preclude the resident from pre rounding as long as he/she is afforded ample time to travel to Grand Rounds.  The resident will return to the SICU service after Grand Rounds unless released by the staff or fellow.



RELATIONSHIP OF EMERGENCY MEDICINE RESIDENTS WITH OTHER RESIDENTS:




1. They will function at the same level as second year surgical and anesthesia residents.



2. They will work with other junior and senior surgical and anesthesia residents.



RESIDENT SUPERVISION, EVALUATION AND FEEDBACK:



The EM resident will have direct supervision from a senior surgical or anesthesia resident as well as the Critical Care attending and fellows.  The SICU attending will fill out either a Department of the Army form 1970-R (House Staff Evaluation Report.) or US Air Force Form 494 )Academic/Clinical Evaluation Report) and returned to the Emergency Medicine Program Director no later than two weeks following the rotation.
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SAUSHEC



EMERGENCY MEDICINE RESIDENCY PROGRAM



LETTER OF UNDERSTANDING between the SAUSHEC Emergency Medicine (EM) Residency Program and the Surgical Intensive Care Unit at Wilford Hall Medical Center Department of Emergency Medicine Program Requirements for Residency Education in Emergency Medicine





The Surgical Intensive Care Unit at Wilford Hall Medical Center agrees to support the SAUSHEC EM Residency Program and to work in a cooperative effort to aid in the training of Emergency Medicine Residents.



a.  The Surgical Intensive Care Unit’s Rotation Coordinator has reviewed and agreed to the attached Clinical Rotation Summary for the Surgical Intensive Care Unit for the training of the EM Residents as outlined by the SAUSHEC EM Residency Program Director.  This specifies the Educational Goals and Objectives, a description of the Clinical and Didactic Experiences, what Evaluation Process is utilized and what Feedback Mechanism exists.



b.  Resources and Facilities:  All the learning and hospital resources available to the Surgical Intensive Care Unit will be available to the to the Emergency Medicine Resident as outlined in the Clinical Rotation Summary.



c.  The Emergency Medicine Resident will have duties and responsibilities as outlined in the Clinical Rotation Summary in-line with his/her abilities.



d.  The EM Resident will be an integral part of the patient care team commensurate with other rotating residents and service residents and work for the facility of the Surgical Intensive Care Unit.



e.  The EM Resident will be under the direct supervision of senior residents, fellows, and staff physicians of the Surgical Intensive Care Unit at all times during the four-week rotation.



____________________________________


_________________________



Rotating Coordinator/Director





(Date)



Surgical Intensive Care Unit, WHMC



____________________________________


__________________________



Robert A. De Lorenzo, MD, FACEP 




(Date)
Lieut. Colonel, Medical Corps, U.S. Army 
Director, SAUSHEC Emergency Medicine Residency


Clinical Rotation Summary



Institution: San Antonio Uniformed Services Health Consortium



Rotation: Surgical ICU – Brooke Army Medical Center



Level:  EM-2



THE GOALS:



1. Develop the ability to rapidly evaluate, diagnose, stabilize and disposition critically ill patients.



2. Develop expertise in the intensive care management of critically injured, surgical, and postoperative patients, to include fluid and electrolytes, blood products usage, pressor support, total parenteral nutrition, wound care, tube throacostomy care and removal, ventilator management and weaning techniques, drains, and antibiotic use.



3. Learn the principles of medical instrumentation and hemodynamic monitoring, and be able to utilize them in the care of the critically ill.



4. Learn the pulmonary, cardiovascular, renal and neurologic physiology and pathophysiology; specifically how they relate to the critically ill/injured patient with trauma, sepsis, shock, cardiac failure, and respiratory failure.



5. Learn and demonstrate the technical skill needed to perform diagnostic therapeutic interventions in critically ill patients.



6. Learn the rational use and proper interpretation of radiologic, laboratory and other diagnostic tests in the management of critically ill patients.



OBJECTIVES:



1. Learn the anatomy, pathophysiology, presentations, diagnostic evaluations and management of life threatening adult traumatic injuries and surgical crises as listed below.  The following etiologies include but are not limited to:



a. Head and Spinal Cord Trauma/Post-Operative Neurosurgical Cases.



b. Blunt and Penetrating Chest Trauma (pneumo/hemothorax, cardiac tamponade, aortic rupture, flail chest, diaphragmatic injuries, pulmonary/cardiac contusions, esophageal rupture.)



c. Acute Abdomen (intestinal obstruction, AAA, mesenteric ischemia, pancreatitis, diverticulitis, and other acute infectious or life threatening etiologies.)



d. Blunt/Penetrating solid/hollow viscus injury.



e. Gastrointestinal Bleeding of various etiologies.



f. Post-Operative Care of Surgical Specialty patients (Orthopedics/Urology/Plastics/Vascular/Cardiothracic, etc…)



g. Burn Care and Management.



2. Learn the indications, contraindications, methodology and complications and be able to perform various procedures including but not limited to the following:



a.  Central Venous Access Techniques



b. Swan-Ganz Catheter Insertion



c. Cardiac Pacing via all routes



d. Cardioversion/Defibrilation



e. Arterial Blood Gas Samplin



f. Airway Techniques, including intubation, surgical airways and mechanical ventilation



e.  Arterial Catheter Insertion



MODEL OF CLINICAL PRACTICE OF EM TOPICS:



2.4 – 2.10



5.1



12.11



18 (all)



Appendix 1 (airway, hemodynamic, resuscitation, and thoracic techniques)



RESOURCES AND FACILITIES



Twenty bed Surgical Intensive Care Unit , located on the second floor of Brooke Army Medical Center.  Call room is provided with desk, small refrigerator and sleep beds.  Showers and lockers are available on both 2N and 2S.  There is immediate access to the Operating rooms and Anesthesia department. Attending offices and Fellow’s office located in the SICU area.



DUTIES AND RESPONSIBILITES OF THE RESIDENTS:



The hours Monday – Friday are from 0700-1700.  Rounds with the faculty occur seven days a week in the mornings:  Residents will



1. Perform appropriate H&P’s and write daily progress notes and orders.



2. Round on their patients typically twice daily,  with the attending staff or Fellow



3. While under supervision, perform procedures including central lines, Swan-ganz catheter insertions, intubations or other invasive procedures felt to be appropriate by the fellow or attending.



4. Do in house call every fourth night covering admissions and inpatient care for the SICU only.



5. Spend 1 day in 7 free of hospital duties.



6. Present an appropriate lecture during Friday didactic sessions.



7. Residents will be provided the opportunity to have decision making experience with direct staff supervision and oversight. A treatment plan will be formulated and approved by the staff physician or senior resident.  The goal is to develop skills and judgment required to manage critically ill and injured patients.



8. Each resident will have sufficient opportunity to perform invasive procedures, monitor unstable patients, and direct major resuscitations in accordance with previously identified objectives.



9. Leave is not offered on this rotation.



The residents will attend:



1. Teaching rounds and didactic sessions Monday – Thursday mornings.



2. Emergency Medicine Grand Rounds every Friday from 0700-1200.  This does not preclude the resident from pre rounding as long as he/she is afforded ample time to travel to Grand Rounds.  The resident will return to the SICU service after Grand Rounds unless released by the staff or fellow.



RELATIONSHIP OF EMERGENCY MEDICINE RESIDENTS WITH OTHER RESIDENTS:




1. They will function at the same level as second year surgical and anesthesia residents.



2. They will work with other junior and senior surgical and anesthesia residents.



RESIDENT SUPERVISION, EVALUATION AND FEEDBACK:



The EM resident will have direct supervision from a senior surgical or anesthesia resident as well as the Critical Care attending and fellows.  The SICU attending will fill out either a Department of the Army form 1970-R (House Staff Evaluation Report.) or US Air Force Form 494 ) Academic/Clinical Evaluation Report) and returned to the Emergency Medicine Program Director no later than two weeks following the rotation.







cover-AnesWHMC.doc

SAUSHEC



EMERGENCY MEDICINE RESIDENCY PROGRAM



LETTER OF UNDERSTANDING between the SAUSHEC Emergency Medicine (EM) Residency Program and the Department of Anesthesia at Wilford Hall Medical Center (WHMC) Program Requirements for Residency Education in Emergency Medicine





The Department of Anesthesia at Wilford Hall Medical Center agrees to support the SAUSHEC EM Residency Program and to work in a cooperative effort to aid in the training of Emergency Medicine Residents in a PGY 1-3 program.



a.  The Department of Anesthesia Rotation Coordinator has reviewed and agreed to the attached Clinical Rotation Summary for the Surgical Intensive Care Unit for the training of the EM Residents as outlined by the SAUSHEC EM Residency Program Director.  This specifies the Educational Goals and Objectives, a description of the Clinical and Didactic Experiences, what Evaluation Process is utilized and what Feedback Mechanism exists.



b.  Resources and Facilities:  All the learning and hospital resources available to the Department of Anesthesiology will be available to the to the Emergency Medicine Resident as outlined in the Clinical Rotation Summary.



c.  The Emergency Medicine Resident will have duties and responsibilities as outlined in the Clinical Rotation Summary in-line with his/her abilities.



d.  The EM Resident will be an integral part of the patient care team commensurate with other rotating residents and service residents and work for the facility of the Department of Anesthesiology.



e.  The EM Resident will be under the direct supervision of senior residents, fellows, and staff physicians of the Surgical Intensive Care Unit at all times during the four-week rotation.



____________________________________


_________________________



Rotating Coordinator/Director





(Date)



Department of Anesthesiology, WHMC



____________________________________


__________________________



Robert A. DeLorenzo, MD, FACEP 





(Date)
Lieut. Colonel, Medical Corps, U.S. Army 
Director, SAUSHEC Emergency Medicine Residency


CLINICAL ROTATION SUMMARY



Institution: San Antonio Uniformed Services Health Education Consortium



Rotation: Anesthesiology - Wilford Hall Medical Center



Level:  EM-1



GOALS:



1.
Develop airway management skills.



2.
Develop familiarity with pharmacologic agents used in anesthesia.



3.
Learn standard monitoring techniques.



4.
Learn relevant pre-operative historical and physical exam considerations.



5.
Learn principles of pain management.



6.
Demonstrate competence in peripheral, and central vascular access.



OBJECTIVES:



1.
Become familiar with the indications, contraindications, methodology, and complications, and be able to perform airway procedures including, but not limited to the following:






-
Oral Intubation



-
Pulse Oximetry






-
Nasotracheal Intubation


-
Bag-Valve-Mask Ventilation



-
End Tidal/CO2 Monitoring


-
Mechanical Ventilation



-
LMA





-
Bougie



2.
Learn the indications, contraindications, methodology, and complications; and be able to perform hemodynamic procedures including, but not limited to the following:




-
Central Venous Access


-
Arterial Catheter Insertion






-
Peripheral IV Lines



3.
Know the indications for and pharmacology and complications of using various medications employed in anesthesiology including, but not limited to the following:





-
Analgesics




-
Sedatives





-
Opiates





-
Local Anesthetics





-
Neuromuscular Blocking Agents



4.
Be familiar with the indications, contraindications, methods, and complications of common regional blocks including the Bier Block.



5.
Understand the common, age-related changes in airway management.



6. Be able to determine if a patient has a difficult airway prior to the procedure and be able to manage it.



MODEL OF CLINICAL PRACTICE OF EM TOPICS:



3.4



5.1



16.1 (obstruction)



17.1 (anesthetics and related agents)



Appendix 1 (airway, anesthesia and hemodynamic techniques).



RESOURCES AND FACILITIES:



The Department of Anesthesia provides anesthesia services to Wilford Hall Medical Center - a level one-trauma center with 16 major operating rooms.  Anesthesia is provided for all surgical subspecialties and the following settings: radiology, pediatrics, gastrointestinal clinic, OB/GYN special procedures, surgical and medical intensive care units and critical care aeromedical transport teams.  In addition to the WHMC library, departmental assets include a teaching lab with computer assisted instruction, periodicals, videotapes, and procedural demonstration devices.  A difficult airway and malignant hyperthermia cart are readily available.  Adequate classroom, conference room and office space is available.



DUTIES AND RESPONSIBILITIES OF THE RESIDENTS:



The workday Monday thru Friday is from 0700-1700.  Residents will work a 72-hour week in accordance with the Special Requirements for Residency Training in Emergency Medicine and Anesthesia.



The resident will:



1. 
Review preoperative assessments.



2.
Prepare patients for anesthesia with operative intervention.



3.
Perform procedures under direct supervision of staff or senior residents.



4.
Monitor patient’s daily operative procedures.



5.
Transport patients to the post-anesthesia recovery unit.



6.
Round on their patients daily with the attending.



7.
Be responsible for the routine care of the inpatient service.



8.
Residents will be provided the opportunity to have decision making experience with direct staff supervision and oversight.  A treatment plan will be formulated and approved by the staff physician or senior resident.  The goal is to develop skills and judgment required to manage critically ill and injured patients.



9.
Each resident will have sufficient opportunity to perform invasive procedures, monitor unstable patients, and direct major resuscitations in accordance within previously identified objectives.



10.  Residents will ordinarily be allowed one week of leave on this rotation.



RELATIONSHIP OF EMERGENCY MEDICINE RESIDENTS WITH OTHER RESIDENTS.



They will function at the same level as a first year anesthesia resident. 



RESIDENT SUPERVISION, EVALUATION, AND FEEDBACK:



There will be direct supervision from the attending staff and/or the senior anesthesia resident.  The Department of the Army Form 1970-R (House Staff Evaluation Report) or US Air Force Form 494 (Academic/Clinical Evaluation Report) will be completed by the rotation coordinator and returned to the Emergency Medicine Program Director.  The resident will receive a copy.
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SAUSHEC



EMERGENCY MEDICINE RESIDENCY PROGRAM



LETTER OF UNDERSTANDING between the SAUSHEC Emergency Medicine (EM) Residency Program and the Austin EMS Department, City of Austin, Texas in accordance with the Program Requirements for Residency Education in Emergency Medicine





The Austin EMS Department agrees to support the SAUSHEC EM Residency Program and to work in a cooperative effort to aid in the training of Emergency Medicine Residents in a PGY 1-3 program.



a.  The Austin EMS Department Rotation Coordinator has reviewed and agreed to the attached Clinical Rotation Summary for Emergency Medical Services for the training of the EM Residents as outlined by the SAUSHEC EM Residency Program Director.  This specifies the Educational Goals and Objectives, a description of the Clinical and Didactic Experiences, what Evaluation Process is utilized and what Feedback Mechanism exists.



b.  Resources and Facilities:  All the learning and hospital resources available to the students and residents at Austin EMS Department  will be available to the Emergency Medicine Resident as outlined in the Clinical Rotation Summary.



c.  The Emergency Medicine Resident will have duties and responsibilities as outlined in the Clinical Rotation Summary in-line with his/her abilities.  Residents will be allowed vacation time on the clinical rotation within the guidelines created by the Office of Graduate Medical Education and the SAUSHEC Emergency Medicine Residency.



d.  The EM Resident will be an integral part of the patient care team commensurate with other rotating residents and service residents and work for the facility of the Austin EMS Department.



e.  The EM Resident will be under the direct supervision of fellows, and staff physicians of the Austin EMS Department at all times during the four-week rotation.



____________________________________

_________________________



Edward M. Racht, MD






(Date)



Rotating Coordinator/Director





      



Emergency Medical Services, Austin EMS



____________________________________

__________________________



Robert A. De Lorenzo, MD, FACEP 




(Date)
Lieut. Colonel, Medical Corps, U.S. Army 
Director, SAUSHEC Emergency Medicine Residency



CLINICAL ROTATION SUMMARY



Institution:  San Antonio Uniformed Services Health Education Consortium



Rotation:  EMS - Austin, Texas



Level:  EM-2



THE GOALS:



1.  Be able to describe the components that make up the local and state EMS system.



2.  Observe and participate in the local EMS Quality Assurance Program.



3.  Be familiar with the local EMS pre-hospital protocols and how they are developed.



4.  Be aware of the common environmental, biologic, and toxicologic, hazards faced by EMS



providers.  In addition, be able to discuss injury prevention techniques as they pertain to EMS providers.



5.  Be familiar with the local disaster preparedness plan and how it relates to state and national agencies.



6.  Observe and participate in the Medical On-line Control apparatus used by the local EMS system.



7.  Observe and participate in the continuing education process for local EMS providers.



8.  Participate frequently either as an observer or team member with the local EMS providers.



Vary your participation to include all the demographic areas serviced by the system, and be able to discuss the problems or characteristics particular to the various areas.



9.  Understand the appropriate utilization of ground and air transport assets, and the considerations important in making the decision of which to use.



10.  Be able to discuss the medicolegal liability and job issues facing local EMS providers.



THE OBJECTIVES:



1.  Discuss the early history of EMS systems,



2.  Describe the early development and legislation leading to the development of EMS systems in the United States.



3.  Describe the services provided by the First Responder.



4.  Describe the services provided by the EMT-B (a.k.a. EMT-Ambulance).



5.  Describe the services provided by the EMT-I.



6.  Describe the services provided by the EMT-P.



7.  Discuss the difference between single-tiered and multi-tiered EMS systems.



8.  Describe the role of state government in the administration of EMS services.



9.  Describe the differences between Private, Hospital Based, Public Utility, and Municipal



Third Service EMS systems.



10.  Describe the factors leading to response delays in urban and rural EMS systems.



11.  Know what entity sets forth the guidelines for the different levels of EMS providers.



12.  Know 3 entities play the central role in establishing guidelines used in the designs, equipment, and medications used by ambulances today.



I3.  Be able to discuss the history and various vehicle types used by EMS services today.  Know the entity, which is responsible for regulation of these vehicles.



14.  Describe the difference between "Basic" and "Enhanced" 9-1-1 services.



15.  Describe the differences between "Priority" and "Criteria" based dispatch protocols.



16.  Be familiar with the common EMS communication systems used today.



17.  Know which entity produces the current guidelines for EMS directors.



18.  Describe the differences between "Direct (On-line)" and "Indirect (off-line)" Medical



Control.



19.  Discuss the EMS Medical Directors' role in Quality Assurance within the EMS system.



20.  Discuss the problems associated with an on-scene physician (OSP) as it pertains to the EMS system.



21.  Discuss the medico-legal issues concerning DNR orders, Death Determination, Resuscitation Termination, Refusal of Care, and Involuntary Consent in the context of EMS systems.



22. Be familiar with COBRA legislation as it pertains to EMS.



MODEL OF CLINICAL PRACTICE OF EM TOPICS:



Appendix 2 (Pre-hospital care)



RESOURCES AND FACILITIES:



[This is the old, S.A. paargraph.  Needs to be updatred for Austin.] The San Antonio EMS Program is an enhanced 911 system responsible for the care and safety of the citizens of Bexar County.  There are over 9,000 annual EMS runs in this city that covers approximately 900 square miles and one million people.  An Emergency Physician at University Hospital Emergency Department, San San Antonio, Texas, provides medical Control.  The EMS System transports patients to three Level One-Trauma Centers and all major medical facilities within city limits.  It is a single tiered system that is Fire Department based.  An office building provides adequate space for the administration, supervision, and training of EMS personnel.  There is 13,000 sq. ft of training room with 8 skill areas and 3 lecture halls, classrooms, and office space are provided.  Mannequins and patient models and audiovisual modules are available for the training and testing, of EMS personnel.  Residents have access to the University of Texas at San Antonio School of Medicine Library and the internet.  Text periodicals and computer assisted instruction are available.



DUTIES AND RESPONSIBILITIES OF THE RESIDENTS:


1.  Residents will work a rotation schedule as determined by the Medical Director.  



2.  Residents will provide medical control under the direct supervision of the medical director.  



3.  Emergency Medicine residents will participate in a ride along program to facilitate their knowledge of prehospital care.  



4.  They will provide continuing education for prehospital personnel.  



5.  The Medical Director will coordinate their exposure to EMS administration and operational facilities.  



6.  The Emergency Medicine resident will attend EMS Conferences.  



7.  A helicopter ride-along program may be available, and if so is a requirement.  



8.  The resident will complete a brief project on some aspect unique to the EMS System as determined by the Medical Director.



9.  The resident will develop and present EMS education to EMS provider as arranged by the medical director.



10.  One week of leave is offered on this rotation.



THE RELATIONSHIP OF EMERGENCY MEDICINE RESIDENTS WITH OTHER RESIDENTS:



Not applicable.



RESIDENT SUPERVISION, EVALUATION, AND FEEDBACK:



Residents will have direct supervision from the supervising medical director and will coordinate daily care through the Medical Director each day.  The Department of the Army Form 1970-R (House-Staff Evaluation Report) or US Air Force Form 494 (Academic/Clinical Evaluation Report) will be completed by the supervising Medical Director of EMS Education and returned to the Emergency Medicine Program Director.  The resident will receive a copy.



OTHER:



The U.S. government will pay travel and living expenses
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SAUSHEC EMERGENCY MEDICINE RESIDENCY ORIENTATION SCHEDULE Ver 1


POC:  Chris Strode  513-9440    castrode@juno.com       Kris Orio  513-6764    cptcookie@sbcglobal.net 


Staff:  Derek Knight 513-8789/678-9332/  knightderek@hotmail.com



                                                                                 

  Sun          �

Mon�

Tue�

Wed�

Thu�

Fri�

Sat�

�

�

�

�

�

�

�

�

�







�







Pre-Orientation Party 6 Pm�

1  BAMC





0700 Welcome/ROE-PD/CRs


0800 Need to know info CR


0900  Approach to the EM pt 


      CR/Sanchez


1000 MR Demonstration -Lutz


  Strode/EM3 Resident


1100-1200 –Lunch/Admin


1200-Admin Herring/CR’


CHCS/Pagers/Badges/Admin 





Social 6pm Stone Werks


�

 2  BAMC





0800 ACS —Adams


1000 CHF — Strode/Currier


1100 How to read a CXR/Head    CT – Knight / CR’s/MCCarver


1200 Lunch/Admin


1300 Pulmonary Embolus-Baden


1400: Gyn-Dr. Daymude





Check WHMC Badge letter�

3 BAMC





0700 AMS & WADAO – Lutz


0800 Seizures – DeLorenzo


0900 Syncope - DeLorenzo


1000 Analgesia – Gerhardt


1100 Stroke-Hunter


1200 Lunch


1300 –Airway -Kacprowicz


�

4





4TH OF JULY


HOLIDAY 


�

5                                          





�

�

6





�

7 WHMC


 


0800 WHMC Badges


0900 Fx/Disclocation-Kacprowicz??


1100 Febrile Child - Gibson


1300 EBM/Research – Gerhardt/Knight 


1600 Admin














Social TBA


�

8  WHMC


0700: Hnatow into to UT rotations


00800 Procedural Sedation – Marshall 


0900 Skin Infections – Lee


1000 Shock — Lee


1100 Lunch/Admin


1200-1700  Intro to U/S Marshall














1600-2000 Clinical Shifts


�

9     BAMC


0800  RM/Charting – Hunter


0900  OBGYN Emerg-Daymude


1000 GI Bleed/Crohns/UC-Daymude


1100 Sepsis - Adams


1200 Metabolic Derangements


   Adams


1330-Al Morgan EKG








1600-2000 Clinical Shifts�

10  BAMC








0800-1600 Critical Care Course


























�

11 BAMC





0800-1600


Critical Care Course























�

12





�

�

                                       13





�

14 WHMC 





0800 Fx’s & Dislocations – 


Kacprowicz 


1000  CR Fast Facts


1100 Airway Lab – Knight/CR


1300 Lunch 


1400 Airway Carts – McHugh


  1500 Trauma bay.  Defibrillators,, where stuff is


–Anderson / Marriott





1600-2000 Clinical Shifts�

15 WHMC


0800-1600 APLS – Staff �

16  WHMC


0800-1500 APLS – Staff





1500-Dr. DeLorenzo/Gibson


         Residency Guide and   


         Rules of the Road


�

17  WHMC





0800 How to read a C-spine X-ray - Knight


0900 Headache – Ankney


1000 Eye Emergencies – Knight


1100 Lunch


1200-1600  Ophthalmology Lab - ED


  Staff/CR/Shih





1600-2000 Clinical Shifts





Get mannequins/airway stuff for ACLS Monday


�

18


Wellness Day


�

19





Staff/Rersident Orientation Party


4:30pm�

�

20                                  


�

21  WHMC


0800-1000 Wound Care Lab-Knight,Marshall, CR’s


1000-1300 Procdeure Lab – Knight, CR


1300 Lunch


1200 ACLS RECERTIFICATION – Knight,CR’S


1600-1900 Social


PREPARE APLS�

22 WHMC





0730 Environmental Injuries McDaniel


0830 Trauma –  McDaniel


0930 EDOU, Turnover pitfalls, consultant interactions-CR’s


1100 Lunch 


1200 Central Lines, Slit Lamps, Code Carts, Review - CR





1600-2000 Clinical Shifts














1600-2000 Clinical Shifts�

23  WHMC





0800 HTN Emerg - Dutton


0900 Psych emergencies – Dutton 


  1000 Abdominal Pain-Ankney


  1100 Lunch


1200 COPD Currier/Orio


1300 Admin/CR Time








1600-2000 Clinical Shifts














1600-2000 Clinical Shifts


PREPARE ACLS�

24  WHMC


0800-1500 – Intro to Toxicology - Berry


1600- Social�

25





0700 Grand Rounds-BAMC


BLOCK 2 BEGINS


�

26








�

�

29�

30�

31�

�

�

�

�

�







BLOCK 1: 1-24JULY 2003
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Resident Faculty Mentor List for Academic Year 2003-2004


1 July 2003


Faculty

EM1

EM2

EM3



Christopher 



McNeil, Marriott





Varney









Kolkebeck

Meadows

Stubbs





Ewing



Bautista

Clemens



Gibson 









Kacprowicz 

Dufresne

Anderson





Harrison

Kester, McDonald







Knight

Behlen

Grounds





Lee



Lippstone, Lariet

Deykin



Wilson

Dagrosa



Veesart



Wells (Marshall)



Vinson

Orio



McDaniel

Rogers

Gerson 

Wyatt



Holder



Martin

Ankney



Smith

Cunningham



Faber 



Grant

Rickett, Hennessy







Currier 

Szalwinski



Jones



Crawford 



Shih

Baden



Daymude

Silvia



Strode



DeLorenzo









Gerhardt

Hartstein



S. Taylor, Williams



Barry

Raez



Bauer



Lutz



McHugh

C. Taylor



Hunter

Gonzalez

Siler 





Sheridan 









Whitford

Patel

Easty





Adams





McCarver, Bonzani



Notes (adapted from the Residency Guide):


1. The mentor serves as a resource for the resident for advice, guidance and support.  The mentor may also be called on to serve as a teacher and counselor for formal or informal remediation.


2. The mentor is responsible for regularly meeting with the resident to discuss issues of academic performance, professional development and wellness.  The resident also has an affirmative obligation to seek their mentor and make contact.


3.   Regular contact (in person, formally or informally, or by telephone/email, as appropriate) is essential for the mentoring process.


a. During the EM-1 year, contact should be at least every 6 weeks or so.


b. During the EM-2 and EM-3 years, the contact can be less frequent and may be on an ad hoc basis, with the goal of contact at least once per quarter.


4.   Residents must initiate contact with their assigned mentor at least 1 month (2 months for EM-1s) in advance of their upcoming Grand Rounds presentations.  The purpose is to ensure review and critique of the developing presentation.  The name of the faculty mentor will appear on the title slide of the resident’s presentations.


5. Any resident unable to meet with their mentor (eg, deployment of faculty) should notify the PD/APD and the chief resident. 

DelorenzoRA
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SAUSHEC EMRP

Functional Organization

1 July 2003







Department Chiefs/Chairs


C, WHMC DEM Maj Marshall


C, BAMC DEM COL Sheridan


LTC Hunter, Acting Chief, BAMC


Program Directors


PD LTC De Lorenzo


APD Lt Col Gibson


SAUSHEC Dean's Office


Dean 


COL Roscelli


Assoc Dean BAMC COL Battafarano


 Assoc Dean WHMC Lt Col Parsons


Resident Schedule


Orientation


Board Review sessions


Graduation dinner


Wellness events


Welcome Party


Grand Rounds Ops


Chief Residents


Capt Orio & CPT Strode


LTC Taylor & Capt Faber


CPT McCarver & Capt Ankney


Offiicial records


Routine administration


Training Files


Orders & Correspondence


Program Coordination


Data tracking


Coordinators


BAMC Ms Herring


WHMC Ms Sullivan


Practice model


GR/MR/didactics


Academic calendar


Block Rotation schedule


Goals & Objectives


Guest Lecturers


Curriculum


Capt Lee


Asst - CPT Grant


(All Below)


Protocols


Research Didactics


CPC


Scholarly presentations


Scholarly activity report


Research block


Journal club


Research


LTC Gerhardt


Maj Knight


(All Below)


EM1/2 Readings & Quizzes


     LTC Adams


     Capt Houseman


EM3 Readings & Quizzes


     LTC Hunter


Follow-up logs


     Maj McDaniel (interim)


     Capt Holder


ACGME competencies


     LTC De Lorenzo &


     Lt Col Gibson


GR Attendance


     Chief Residents


Oral board Prep Course


     Maj Kolkebeck


Tools of Trade Curriculum:


EKG, Imaging, Lab


     LTC Adams


     Maj Christopher


Morning Report


     Admin Resident


     Maj Kolkebeck


APLS


     LtCol Gibson


ACLS


     Capt Ewing


Competency & Evaluation


Procedure Competency


     LTC Daymude


     Maj Knight


Ultrasound lab


     LTC Daymude


     Maj Marshall


Airway lab


     MAJ Gerhardt


Life Support (Procedure) Lab


     Chief Residents


     Maj Knight


Simulator Lab


     LTC Daymude


Procedures


Intern rotations


Med Student rotations


Interviews


Internal OML


Student lectures


Student/Applicant Brochure


Medical Students & Interns


MAJ Lutz


Maj McDaniel


(All Below)


Residency Newsletter


     LTC De Lorenzo (interim)


Website


     MAJ Lutz (interim)


     Maj Kaprowicz


Resident Manual


     LTC De Lorenzo


Save of the Month


     LTC Daymude


     Capt Smith


Communications


Medicine - MICU - CCU


     LTC Adams


Surgery - SICU - Anesth


     CPT Currier


Peds EM - PICU


     LtCol Gibson


EMS


     Capt Harrison


Toxicology


     MAJ Barry


Administration


     LTC Adams


Comm EM - Ortho - ObGyn


     LTC De Lorenzo (interim)


Military Unique & OPD


     MAJ Crawford


     Maj Kaprowicz


Orientation


     Maj Knight


     Chief Residents


Problem Based Learning


(RM, PI, M&M)


     MAJ Barry(1o), CPT Currier(2o)


     Capt Smith(1o), Capt Wells(2o)


EM - Pediatrics (SAUSHEC)


     Capt Holder


EM - Internal Medicine (BAMC)


     LTC Adams


EM - Trauma Surgery (WHMC)


     Capt Smith


Joint Conferences


Off Service Rotations


&


Supplemental Education


Professional Development


     Department Chiefs


Research & Scholarly activities


     Research Directors


Teacher development


     OPEN


CME


     OPEN


FD Guidelines


     OPEN


Faculty Newsletter


     LTC De Lorenzo (interim)


Whitford


Unassigned/New Faculty


Faculty Development


Department Chiefs/Chairs


C, WHMC DEM Maj Marshall


C, BAMC DEM COL Sheridan


LTC Hunter, Acting Chief, BAMC


Program Directors


PD LTC De Lorenzo


APD Lt Col Gibson


SAUSHEC Dean's Office


Dean 


COL Roscelli


Assoc Dean BAMC COL Battafarano


 Assoc Dean WHMC Lt Col Parsons


Resident Schedule


Orientation


Board Review sessions


Graduation dinner


Wellness events


Welcome Party


Grand Rounds Ops


Chief Residents


Capt Orio & CPT Strode


LTC Taylor & Capt Faber


CPT McCarver & Capt Ankney


Offiicial records


Routine administration


Training Files


Orders & Correspondence


Program Coordination


Data tracking


Coordinators


BAMC Ms Herring


WHMC Ms Sullivan


Practice model


GR/MR/didactics


Academic calendar


Block Rotation schedule


Goals & Objectives


Guest Lecturers


Curriculum


Capt Lee


Asst - CPT Grant


(All Below)


Protocols


Research Didactics


CPC


Scholarly presentations


Scholarly activity report


Research block


Journal club


Research


LTC Gerhardt


Maj Knight


(All Below)


EM1/2 Readings & Quizzes


     LTC Adams


     Capt Houseman


EM3 Readings & Quizzes


     LTC Hunter


Follow-up logs


     Maj McDaniel (interim)


     Capt Holder


ACGME competencies


     LTC De Lorenzo &


     Lt Col Gibson


GR Attendance


     Chief Residents


Oral board Prep Course


     Maj Kolkebeck


Tools of Trade Curriculum:


EKG, Imaging, Lab


     LTC Adams


     Maj Christopher


Morning Report


     Admin Resident


     Maj Kolkebeck


APLS


     LtCol Gibson


ACLS


     Capt Ewing


Competency & Evaluation


Procedure Competency


     MAJ Whitford


     LTC Daymude


Ultrasound lab


     LTC Daymude


     Maj Marshall


Airway lab


     MAJ Gerhardt


Life Support (Procedure) Lab


     Chief Residents


     Maj Knight


Simulator Lab


     LTC Daymude


Procedures


Intern rotations


Med Student rotations


Interviews


Internal OML


Student lectures


Student/Applicant Brochure


Medical Students & Interns


MAJ Lutz


Maj McDaniel


(All Below)


Residency Newsletter


     LTC De Lorenzo (interim)


Website


     MAJ Lutz (interim)


     Maj Kaprowicz


Resident Manual


     LTC De Lorenzo


Save of the Month


     LTC Daymude


     Capt Smith


Communications


Medicine - MICU - CCU


     LTC Adams


Surgery - SICU - Anesth


     CPT Currier


Peds EM - PICU


     LtCol Gibson


EMS


     Capt Harrison


Toxicology


     MAJ Barry


Administration


     LTC Adams


Comm EM - Ortho - ObGyn


     LTC De Lorenzo (interim)


Military Unique & OPD


     MAJ Crawford


     Maj Kaprowicz


Orientation


     Maj Knight


     Chief Residents


Problem Based Learning


(RM, PI, M&M)


     MAJ Barry(1o), CPT Currier(2o)


     Capt Smith(1o), Capt Wells(2o)


EM - Pediatrics (SAUSHEC)


     Capt Holder


EM - Internal Medicine (BAMC)


     LTC Adams


EM - Trauma Surgery (WHMC)


     Capt Smith


Joint Conferences


Off Service Rotations


&


Supplemental Education


Professional Development


     Department Chiefs


Research & Scholarly activities


     Research Directors


Teacher development


     OPEN


CME


     OPEN


FD Guidelines


     OPEN


Faculty Newsletter


     LTC De Lorenzo (interim)


Faculty Development


Department Chiefs/Chairs


C, WHMC DEM Maj Marshall


C, BAMC DEM COL Sheridan


LTC Hunter, Acting Chief, BAMC


Program Directors


PD LTC De Lorenzo


APD Lt Col Gibson


SAUSHEC Dean's Office


Dean 


COL Roscelli


Assoc Dean BAMC COL Battafarano


 Assoc Dean WHMC Lt Col Parsons


Resident Schedule


Orientation


Board Review sessions


Graduation dinner


Wellness events


Welcome Party


Grand Rounds Ops


Chief Residents


Capt Orio & CPT Strode


LTC Taylor & Capt Faber


CPT McCarver & Capt Ankney


Offiicial records


Routine administration


Training Files


Orders & Correspondence


Program Coordination


Data tracking


Coordinators


BAMC Ms Herring


WHMC Ms Sullivan


Practice model


GR/MR/didactics


Academic calendar


Block Rotation schedule


Goals & Objectives


Guest Lecturers


Curriculum


Capt Lee


Asst - CPT Grant


(All Below)


Protocols


Research Didactics


CPC


Scholarly presentations


Scholarly activity report


Research block


Journal club


Research


LTC Gerhardt


Maj Knight


(All Below)


EM1/2 Readings & Quizzes


     LTC Adams


     Capt Wilson


EM3 Readings & Quizzes


     LTC Hunter


Follow-up logs


     Maj McDaniel (interim)


     Capt Holder


ACGME competencies


     LTC De Lorenzo &


     Lt Col Gibson


GR Attendance


     Chief Residents


Oral board Prep Course


     Maj Kolkebeck


Tools of Trade Curriculum:


EKG, Imaging, Lab


     LTC Adams


     Maj Christopher


Morning Report


     Admin Resident


     Maj Kolkebeck


APLS


     LtCol Gibson


ACLS


     Capt Ewing


Competency & Evaluation


Procedure Competency


     MAJ Whitford


     LTC Daymude


Ultrasound lab


     LTC Daymude


     Maj Marshall


Airway lab


     MAJ Gerhardt


Life Support (Procedure) Lab


     Chief Residents


     Maj Knight


Simulator Lab


     LTC Daymude


Procedures


Intern rotations


Med Student rotations


Interviews


Internal OML


Student lectures


Student/Applicant Brochure


Medical Students & Interns


MAJ Lutz


Maj McDaniel


(All Below)


Residency Newsletter


     LTC De Lorenzo (interim)


Website


     MAJ Lutz (interim)


     Maj Kaprowicz


Resident Manual


     LTC De Lorenzo


Save of the Month


     LTC Daymude


     Capt Smith


Communications


Medicine - MICU - CCU


     LTC Adams


Surgery - SICU - Anesth


     CPT Currier


Peds EM - PICU


     LtCol Gibson


EMS


     Capt Harrison


Toxicology


     MAJ Barry


Administration


     LTC Adams


Comm EM - Ortho - ObGyn


     LTC De Lorenzo (interim)


Military Unique & OPD


     MAJ Crawford


     Maj Kaprowicz


Orientation


     Maj Knight


     Chief Residents


Problem Based Learning


(RM, PI, M&M)


     MAJ Barry(1o), CPT Currier(2o)


     Capt Smith(1o), Capt Wells(2o)


EM - Pediatrics (SAUSHEC)


     Capt Holder


EM - Internal Medicine (BAMC)


     LTC Adams


EM - Trauma Surgery (WHMC)


     Capt Smith


Joint Conferences


Off Service Rotations


&


Supplemental Education


Professional Development


     Department Chiefs


Research & Scholarly activities


     Research Directors


Teacher development


     OPEN


CME


     OPEN


FD Guidelines


     OPEN


Faculty Newsletter


     LTC De Lorenzo (interim)


Faculty Development
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Master Matrix July 2 work

		BLOCK #		1		2		3		4		5		6		7		8		9		10		11		12		13

				1 - 25 Jul		26 Jul-22 Aug		23 Aug-19 Sep		20Sep-17Oct		18 Oct-14Nov		15 Nov-12 Dec		13 Dec-9 Jan		10 Jan-6 Feb		7 Feb-6 Mar		7 Mar-3 Apr		4 Apr-1 May		2 May-29 May		30May - 30 Jun

		Anderson		Orientation		ED		Surgery-B		Ortho		Anesth -W		ED		ED/Research		MICU-W		ED		Medicine-B		CCU		ED		ED

		Bautista		Orientation		ED		Surgery-W		Anesth-B		ED		MICU-B		ED/Research		ED		Medicine-W		ED		Ortho		ED		CCU

		Easty		Orientation		Medicine-W		Surgery-B		Anesth-W		ED		ED		ED/Research		ED		CCU		ED		MICU-B		Ortho		ED

		Gerson		Orientation		Anesth-W		ED		ED		ED		CCU		ED/Research		ED		MICU-B		ED		ED		Ortho		ED

		Grounds		Orientation		CCU		ED		MICU-W		Ortho		ED		ED/Research		ED		Medicine-B		ED		Surgery-W		ED		Anesth-B

		Lairet		Orientation		ED		ED		Ortho		ED		MICU-W		ED/Research		ED		CCU		ED		Anesth-B		ED		ED

		Lippstone		Orientation		ED		ED		ED		MICU-B		Anesth-W		ED/Research		CCU		ED		Medicine-W		Ortho		ED		Surgery-B

		McHugh		Orientation		MICU-W		Medicine-B		ED		ED		Ortho		ED/Research		Anesth-B		ED		CCU		ED		Surgery-W		ED

		McNeil		Orientation		ED		ED		CCU		Surgery-B		ED		ED/Research		Anesth-W		ED		MICU-W		ED		Medicine-B		Ortho

		Marriot		Orientation		ED		Anesth-W		ED		MICU-W		ED		ED/Research		Medicine-B		ED		Ortho		ED		Surgery-B		CCU

		Martin		Orientation		Surgery-W		Ortho		CCU		ED		ED		ED/Research		Medicine-W		ED		Anesth-B		ED		MICU-B		ED

		Shih		Orientation		Surgery-B		MICU-W		ED		Medicine-W		ED		ED/Research		ED		Ortho		Anesth-B		ED		CCU		ED

		Siler		Orientation		CCU		ED		ED		Ortho		Medicine-B		ED/Research		Surgery-W		ED		ED		Anesth-W		ED		MICU-B

		Stubbs		Orientation		ED		CCU		ED		Surgery-W		Ortho		ED/Research		ED		Anesth-B		Medicine-B		ED		MICU-W		ED

		Vinson		Orientation		MICU-B		ED		Medicine-W		ED		Anesth-W		ED/Research		Ortho		Surgery-B		ED		CCU		ED		ED

				0		7		7		7		7		7		15		7		7		7		7		7		9

		OS1 Shifts				4		8		16		12		16				12		8		12		16		8		8

		Available				164		168		176		172		176				172		168		172		176		168		215

		Required				168		168		168		168		168				168		168		168		168		168

		BLOCK #		1		2		3		4		5		6		7		8		9		10		11		12		13

				1 - 25 Jul		26 Jul-22 Aug		23 Aug-19 Sep		20Sep-17Oct		18 Oct-14Nov		15 Nov-12 Dec		13 Dec-9 Jan		10 Jan-6 Feb		7 Feb-6 Mar		7 Mar-3 Apr		4 Apr-1 May		2 May-29 May		30May - 30 Jun

		Ankney		GYN		ED		MICU-B		EMS		CMUT		ED		ED		SICU-W		ED		PICU		ED		ED		ED

		Baden		ED		GYN		EMS		ED		PICU		ED		ED		CMUT		ED		ED		SICU-W		ED		MICU-B

		Bauer		ED		PICU		ED		MICU-B		GYN		EMS		ED		ED		ED		CMUT		ED		SICU-W		ED

		Bonzani		ED		ED		PICU		ED		MICU-B		GYN		ED		EMS		ED		SICU-B		CMUT		ED		ED

		Clemens		ED		ED		PICU		ED		SICU-W		Peds- A		ED		MICU-B		ED		EMS		ED		ED		CMUT

		Deykin		ED		CMUT		ED		SICU-W		ED		PICU		GYN		ED		ED		MICU-B		EMS		ED		ED

		Faber		EMS		ED		SICU-B		PICU		ED		CMUT		ED		ED		MICU-B		ED		ED		ED		GYN

		Jones		ED		CMUT		ED		SICU-B		EMS		ED		ED		ED		Peds -A		ED		ED		ED		MICU-B

		McCarver		ED		ED		MICU-B		PICU		SICU-B		ED		ED		CMUT		EMS		ED		ED		GYN		ED

		Orio		ED		EMS		ED		GYN		ED		ED		CMUT		PICU		ED		ED		SICU-B		MICU-B		ED

		Strode		ED		Peds -A		ED		MICU-B		ED		CMUT		ED		ED		EMS		ED		Anesth-B		ED		ED

		Taylor C.		ED		PICU		ED		CMUT		ED		SICU-W		EMS		ED		ED		ED		ED		MICU-B		Peds -A

		Taylor S.		ED		SICU-B		CMUT		ED		ED		GYN		ED		ED		PICU		ED		MICU-B		ED		EMS

		Veesart		ED		ED		Peds-A		ED		MICU-B		ED		SICU-W		ED		ED		CMUT		ED		EMS		ED

		Wyatt		ED		MICU-B		GYN		ED		EMS		SICU-B		ED		ED		CMUT		ED		ED		PICU		ED

		Total ED		13		6		6		6		6		6		11		9		9		9		9		9		9

		OS2 Shifts		4		4		4		4		4		8		4		0		0		0		4		4		8

		Available		290		130		130		130		130		134				189		189		189		193		193		197

		Required		289		112		112		112		112		112				168		168		168		168		168

		BLOCK #		1		2		3		4		5		6		7		8		9		10		11		12		13

				1 - 25 Jul		26 Jul-22 Aug		23 Aug-19 Sep		20Sep-17Oct		18 Oct-14Nov		15 Nov-12 Dec		13 Dec-9 Jan		10 Jan-6 Feb		7 Feb-6 Mar		7 Mar-3 Apr		4 Apr-1 May		2 May-29 May		30May - 30 Jun

		Abels		ELECT		ED		ED		ED		ED		ED		ADMIN		RES		ED		TOX		ED		ED		Peds-A

		Boyd		ED		ED		ED		ED		Peds-A		ED		ED		ADMIN		RES		ELECT		ELECT		ED		ED

		Bruntmyer		ED		TOX		ED		ADMIN		CR		CR		CR		CR		CR		RES		Peds-A		ELECT		ED

		Dodson		ED		ED		ED		ELECT		ED		ED		ED		RES		ADMIN		ELECT		ED		ED		SELECT

		Eidenberg		ED		ED		TOX		ED		ED		ED		ELECT		ED		RES		ED		ADMIN		Peds-A		ED

		Garnett		ED		ED		ED		TOX		ED		ED		ED		SELECT		RES		ADMIN		ED		ELECT		ED

		Givens		TOX		ED		ADMIN		ED		CR		CR		CR		CR		CR		RES		SELECT		ELECT		ED

		Herold		ED		ADMIN		RES		ED		TOX		ED		ELECT		Peds-A		CR		CR		CR		CR		CR

		Keenan		ED		EMS-A		ED		ED		ADMIN		RES		ELECT		TOX		CR		CR		CR		CR		CR

		Lloyd		Peds-A		ED		ED		ED		ED		ED		RES		ED		ADMIN		ED		TOX		ELECT		ED

		Mabry		CR		CR		CR		CR		CR		RES		ED		ED		TOX		SELECT		ELECT		ADMIN		ED

		Thaxton		CR		CR		CR		CR		CR		TOX		ED		RES		SELECT		ED		ADMIN		ELECT		ED

		Williams		ED		EM2		ELECT		RES		SELECT		ADMIN		ED		ED		ED		ED		ED		ED		TOX

				7		9		9		9		9		9		8		6		6		6		6		6		10

		OS3 Shifts		4		8		8		8		8		8		12		24		28		24		24		28

		Available				172		172		172		172		172				130		132		130		130		132

		Required		150		164		164		164		164		164				112		112		112		112		112





Master Matrix July 21

		BLOCK #		1		2		3		4		5		6		7		8		9		10		11		12		13

				01Jul-24 Jul		25Jul-21Aug		22Aug-18Sep		19Sep-16Oct		17Oct-13Nov		14Nov-11Dec		12Dec-8Jan		09Jan-05Feb		06Feb-04Mar		05Mar-01Apr		02Apr-29Apr		30Apr-27May		28May-30Jun

		Behlen		Orientation		ED		CCU		ED		Ortho-UT		Medicine-W		ED/Research		Surgery-W		ED		ED		Anesth-W		ED		MICU-B

		Cunningham		Orientation		ED		ED		ED		MICU-B		Surgery-W		ED/Research		CCU		ED		Ortho-UT		Medicine-W		ED		Anesth-W

		Dagrosa		Orientation		MICU-B		ED		Medicine-B		ED		Anesth-B		ED/Research		Ortho-UT		Surgery-B		ED		CCU		ED		ED

		Dufresne		Orientation		ED		Ortho-UT		CCU		Anesth-W		ED		ED/Research		Surgery-B		ED		MICU-W		ED		Medicine-W		ED

		Gonzalez		Orientation		Surgery-W		ED		CCU		ED		ED		ED/Research		Medicine-W		ED		Anesth-B		ED		MICU-B		Ortho-UT

		Hartstein		Orientation		Medicine-B		ED		Surgery-B		Anesth-B		ED		ED/Research		Ortho-UT		CCU		ED		MICU-W		ED		ED

		Hennessy		Orientation		ED		Surgery-W		Anesth-B		ED		MICU-B		ED/Research		ED		Medicine-W		ED		Ortho-UT		ED		CCU

		Kester		Orientation		ED		Surgery-B		Ortho-UT		ED		ED		ED/Research		MICU-W		ED		Medicine-W		CCU		Anesth-B		ED

		Meadows		Orientation		ED		ED		Ortho-UT		ED		MICU-W		ED/Research		ED		CCU		Surgery-B		Anesth-B		ED		Medicine-B

		McDonald		Orientation		ED		Anesth-W		ED		CCU		ED		ED/Research		Medicine-B		ED		Ortho-UT		ED		Surgery-B		MICU-W

		Patel		Orientation		Anesth-W		ED		ED		ED		CCU		ED/Research		ED		MICU-B		ED		Medicine-B		Ortho-UT		Surgery-B

		Raez		Orientation		ED		CCU		ED		Surgery-W		Ortho-UT		ED/Research		ED		Anesth-B		Medicine-B		ED		MICU-W		ED

		Rickett		Orientation		CCU		ED		MICU-B		Ortho-UT		ED		ED/Research		ED		Medicine-B		ED		ED		ED		Anesth-B

		Rogers		Orientation		MICU-W		Medicine-W		ED		ED		Ortho-UT		ED/Research		Anesth-B		ED		CCU		ED		Surgery-W		ED

		Sylvia		Orientation		Surgery-B		MICU-W		ED		Medicine-W		ED		ED/Research		ED		Ortho-UT		Anesth-W		ED		CCU		ED

		Szalwinski		Orientation		Medicine-B		ED		Surgery-W		ED		ED		ED/Research		ED		Anesth-W		ED		MICU-B		Ortho-UT		CCU

				0		8		8		7		8		8		16		7		7		7		7		7		7

		BLOCK #		1		2		3		4		5		6		7		8		9		10		11		12		13

				01Jul-24 Jul		25Jul-21Aug		22Aug-18Sep		19Sep-16Oct		17Oct-13Nov		14Nov-11Dec		12Dec-8Jan		09Jan-05Feb		06Feb-04Mar		05Mar-01Apr		02Apr-29Apr		30Apr-27May		28May-30Jun

		Anderson		ED		SICU W		PICU		Trauma UT		Peds - A		OB/GYN		CMUT		ED		ED		ED		EMS		ED		ED

		Bautista		ED		ED		Peds - A		ED		OB/GYN		CMUT		ED		PICU		SICU B		ED		ED		Trauma UT		EMS

		Easty		CMUT		Peds - A		PICU		ED		EMS		ED		Trauma UT		ED		ED		ED		SICU B		ED		OB/GYN

		Gerson		Peds - A		OB/GYN		SICU B		ED		CMUT		ED		EMS		ED		ED		Trauma UT		PICU		ED		ED

		Grounds		ED		OB/GYN		CMUT		ED		ED		Peds - A		ED		Trauma UT		EMS		ED		ED		PICU		SICU W

		Lippstone		OB/GYN		CMUT		ED		EMS		SICU W		ED		ED		PICU		ED		ED		Peds - A		ED		Trauma UT

		Lairet		ED		CMUT		ED		PICU		Trauma UT		EMS		ED		Peds - A		ED		SICU W		ED		OB/GYN		ED

		Marriott		ED		EMS		SICU W		ED		ED		CMUT		OB/GYN		ED		PICU		ED		ED		Trauma UT		Peds - A

		Martin		EMS		ED		Trauma UT		CMUT		PICU		ED		ED		SICU W		ED		OB/GYN		ED		Peds A		ED

		McHugh		ED		ED		EMS		Trauma UT		CMUT		ED		PICU		ED		ED		Peds - A		OB/GYN		SICU W		ED

		McNeil		CMUT		Trauma UT		OB/GYN		ED		ED		EMS		ED		SICU B		ED		PICU		ED		ED		Peds -A

		Shih		OB/GYN		PICU		ED		Peds A		ED		SICU B		EMS		ED		CMUT		ED		Trauma UT		ED		ED

		Siler		ED		Trauma UT		ED		CMUT		SICU B		ED		OB/GYN		Peds - A		ED		PICU		ED		EMS		ED

		Stubbs		ED		SICU B		ED		OB/GYN		ED		Trauma UT		Peds - A		ED		EMS		CMUT		ED		PICU		ED

		Vinson		Peds A		ED		EMS		SICU W		ED		PICU		CMUT		ED		Trauma UT		ED		OB/GYN		ED		ED

				8		4		5		6		6		6		6		8		9		8		8		7		9

		BLOCK #		1		2		3		4		5		6		7		8		9		10		11		12		13

				01Jul-24 Jul		25Jul-21Aug		22Aug-18Sep		19Sep-16Oct		17Oct-13Nov		14Nov-11Dec		12Dec-8Jan		09Jan-05Feb		06Feb-04Mar		05Mar-01Apr		02Apr-29Apr		30Apr-27May		28May-30Jun

		Ankney		ADMIN		CCRC		ED		ELECTIVE		TOX		ED		ED		RES		CR		CR		CR		CR		CR

		Baden		ED		ED		ED		ED		ADMIN		RES		ED		ED		CCRC		TOX		ELECTIVE		ED		ED

		Bauer		ED		ED		RES		ED		ED		CCRC		ED		ED		TOX		ED		ELECTIVE		ADMIN		ED

		Bonzani		ED		ED		ED		ELECTIVE		ED		ED		ED		TOX		RES		ADMIN		ED		CCRC		ED

		Clemens		ED		ED		TOX		ED		RES		ED		ED		ED		ADMIN		ELECTIVE		CCRC		ED		ED

		Deykin		ED		ED		ED		ED		CCRC		ED		ED		ADMIN		RES		TOX		ELECTIVE		ED		ED

		Faber		ED		ED		ADMIN		RES		CR		CR		CR		CR		CR		CCRC		ELECTIVE		TOX		ED

		Jones		CCRC		ADMIN		TOX		ED		ED		ED		ED		RES		ELECTIVE		ED		ED		ED		ED

		McCarver		TOX		ED		ED		ADMIN		CCRC		ED		ELECTIVE		RES		CR		CR		CR		CR		CR

		Orio		CR		CR		CR		CR		CR		ELECTIVE		ED		RES		ED		CCRC		ED		TOX		ADMIN

		Strode		CR		CR		CR		CR		CR		ADMIN		ED		ED		RES		ELECTIVE		TOX		CCRC		ED

		Taylor C.		ED		TOX		CCRC		ED		CR		CR		CR		CR		CR		RES		ELECTIVE		ED		ADMIN

		Taylor S.		ED		RES		CCRC		ED		ED		ELECTIVE		ED		ED		TOX		ED		ADMIN		ED		ED

		Veesart		ED		ED		ED		CCRC		ED		TOX		ED		RES		ELECTIVE		ED		ED		ADMIN		ED

		Wyatt		ED		ED		ED		TOX		RES		ED		ADMIN		CCRC		ED		ED		ED		ELECTIVE		ED

		Williams		ED		EMS		ED		Peds-A		Ortho-UT		X		X		X		X		X		X		X		X

				11		11		10		9		9		9		13		7		6		7		7		8		13

		Total ED		19		23		23		22		23		23		35		22		22		22		22		22		29
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2003-2004

		2003-2004 Block		2003-2004 Quiz Date		EM Model Condition #		TOPIC		Rosen Readings x 2 years		%In-service		Rosen Chapter Readings 2003-2004		2003-2004 Block		2003-2004 Quiz Date		2003-2004 Required Specialty Readings (pages)		Required Supplementary Readings		Explanatory Notes

		1		25-Jul-03		Crt Cr & 19.0		Resuscitation/ Crit Care		1-9,30-33		27%		2-9, 30-33		1		25-Jul-03		R & H 1-73		ACLS, APLS, R & H		Repeats Annually

		2		22-Aug-03		1.0		Signs, Symptoms and Presentations		10-29		9%		10-29		2		22-Aug-03		Wounds & Lacs (Trott) 53-101, 248-264				Repeats Annually

		3		19-Sep-03		3.0		Cardiovascular Disorders		73-78, 79-83		10%		73, 75-78		3		19-Sep-03		EKG (Goldberger) 32-43, 81-135, 234-244		EKG (Goldberger)

		4		17-Oct-03		18.0		Traumatic Disorders		34-41, 52-53, 58-64		11%		34-41,		4		17-Oct-03		R & H  334-400,  H & H 137-262		R & H , H & H

		5		14-Nov-03		(Peds)		Peds		32, 160-170, 176		8%				5		14-Nov-03		Peds EM (Fleisher pages TBA)		Peds EM (Fisher)

		6		12-Dec-03		17.0		Toxicologic Disorders		141-159		4%				6		12-Dec-03		Tox (Ford or Goldfrank pages TBA)		Tox (Ford or TBA)

		7		9-Jan-04		2.0		Abdominal & Gastrointestinal Disorders		84-91		9%		84-87		7		9-Jan-04		R & H 679-719 , H & H 689-724		R & H , H & H

								Research Methods		190-192

		8		6-Feb-04		6.0		Environmental Disorders		133-140, 54-57		3%		54-57		8		6-Feb-04		R & H 1193-1203		Wilderness (Auerbach)

						20.0		Admin/EMS/Legal		186-189, 193-197, 200-201		3%		186-189, 200-201

								Inservice Review												Review book of choice		Review book of choice

		9		5-Mar-04		16.0		Thoracic-Respiratory Disorders		68-72		8%		68-69		9		5-Mar-04		R & H 130-147 , H & H 437-496		R & H , H & H

						4.0		Cutaneous Disorders		114		2%								Derm (Fitzpatrick)		EM Atlas (Stack)

		10		2-Apr-04		7.0		Head, Ear, Eye, Nose & Throat Disorders		65-67		5%		66		10		2-Apr-04		R & H 1120-1169		R & H

						11.0		Musculoskeletal Disorders (Non-traumatic)		42-51, 110-111		3%		42-46, 110						R & H 902-930		R & H

		11		30-Apr-04		12.0		Nervous System Disorders		95-103		5%		95-99		11		30-Apr-04		H & H 1-25		H & H

						14.0		Psychobehavioral Disorders		104-109, 179-181, 184-185		3%		179-181, 184-185

						5.0		Endocrine, Metabolic & Nutritional Disorders		118-122		3%		118-119						Clinical Lab (Ravel) (pages TBA)		Clinical Lab (Ravel)

		12		28-May-04		10.0		Systemic Infectious Disorders		123-132		5%		129-132		12		28-May-04		Clinical Lab (Ravel) (pages TBA)		Clinical Lab (Ravel)

						9.0		Immune System Disorders		112-113, 177-178		2%		177-178						Clinical Lab (Ravel) (pages TBA)		Clinical Lab (Ravel)

						8.0		Hematologic Disorders		115-117,		2%		115-117						Clinical Lab (Ravel) (pages TBA)		Clinical Lab (Ravel)

		13		25-Jun-04		13.0		Obstetrics and Gynecology		171-175		4%		171-172		13		25-Jun-04				R & H

						15.0		Renal and Urogenital Disorders		92-94		3%								H & H 947-987		H & H



&C2003-2004 Reading and Quiz 
Schedule

&L&T&C&"Tahoma,Regular"KEY: 
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2004-2005

		2004-2005 Block		2004-2005 Quiz Date		EM Model Condition #		TOPIC		Rosen Readings x 2 years		Rosen Readings 2003-2004		%In-service		Rosen Chapter Readings 2004-2005		2004-2005 Required Specialty Readings (pages)		2004-2005 Required Specialty Readings (pages)

		1		23-Jul-04		Crt Cr & 19.0		Resuscitation/ Crit Care		1-9,30-33		1-9,30-33		27%		2-9, 30-33		R & H 1-73

		2		20-Aug-04		1.0		Signs, Symptoms and Presentations		10-29		10-29		9%		10-29		Wounds & Lacs (Trott) 101-177

		3		17-Sep-04		3.0		Cardiovascular Disorders		73-78, 79-83		73-78,		10%		79-83		EKG (Goldberger) 139-187, 195-216

		4		15-Oct-04		18.0		Traumatic Disorders		34-41, 52-53, 58-64		34-41,		11%		52-53, 58-64		R & H 28-29, 36    H & H Ch.3 (263-299)

		5		12-Nov-04		(Peds)		Peds		32, 160-170, 176		32, 160-163		8%				Peds EM (Fleisher pages TBA)

		6		10-Dec-04		17.0		Toxicologic Disorders		141-159		141-149		4%				Tox (Ford or Goldfrank TBA)

		7		7-Jan-05		2.0		Abdominal & GI Disorders		84-91		84-87		9%		88-91		R & H 720-771, H & H 583- 658

								Research Methods		190-192		190-192

		8		4-Feb-05		6.0		Environmental Disorders		133-140, 54-57		54-57		3%		133-140		R & H 1204-1213

						20.0		Admin/EMS/Legal		186-189, 193-197, 200-201		186-189, 193-197, 200-201		3%		193-197

								Inservice Review										Review book of choice

		9		4-Mar-05		16.0		Thoracic-Respiratory Disorders		68-72		68-69		8%		70-72		R & H 148-172, H & H 496-582

						4.0		Cutaneous Disorders		114				2%		114		Derm (Fitzpatrick), R & H 659-678

		10		1-Apr-05		7.0		HEENT Disorders		65-67		66		5%		65,67		R & H 1089-1119

						11.0		Musculoskeletal  (Non-traumatic)		42-51, 110-111		42-46, 110		3%		47-51, 111		R & H 818-872

		11		29-Apr-05		12.0		Nervous System Disorders		95-103		95-99		5%		100-103		H & H 26-49

						14.0		Psychobehavioral Disorders		104-109, 179-181, 184-185		179-181, 184-185		3%		104-109

						5.0		Endo, Metab,& Nutritional Disorders		118-122		118-119		3%		120-122		Clinical Lab (Ravel) (pages TBA)

		12		27-May-05		10.0		Systemic Infectious Disorders		123-132		129-132		5%		123-128		Clinical Lab (Ravel) (pages TBA)

						9.0		Immune System Disorders		112-113, 177-178		177-178		2%		112-113		Clinical Lab (Ravel) (pages TBA)

						8.0		Hematologic Disorders		115-117,		115-117		2%				Clinical Lab (Ravel) (pages TBA)

		13		24-Jun-05		13.0		Obstetrics and Gynecology		171-175		171-172		4%		173-175		R & H 988-1014

						15.0		Renal and Urogenital Disorders		92-94				3%		92-94		Clinical Lab (Ravel) (pages TBA)
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